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@ Low cost of treatment 


‘THALAZOLE’ 


These are all features o 
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gsverp 9 9/4 en 12/- 
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Vervaardig in Suid-Afrika deur 
NORISTAN LABORATORIA (EDMS.) BPK.-S!ILVERTON/PRETORIA 


MEDICAL PRICES 
24 dressings 4” sq. 
(approx.) 

5/- per tin 
CONTINUOUS STRIPS 
5 yds. x 8” I1/- per tin 


(TULLE-GRAS) 


OPTULLE (‘Tulle-Gras) is an open-mesh gauze impregnated with Bal- 
sam of Peru in a Petroleum-jelly base, prepared under aseptic conditions 
and heat sterilised after packing in containers. 

Optulle dressings are non-adherent, being easily removed without 
pain or damage to newly-formed tissue. They have the great advantage that 
they require only infrequent changing, as their wide mesh permits free 
drainage of exudates, a point of particular value in the treatment of septic 
wounds, indolent ulcers, eczemas and similar skin troubles. 

Optulle is a very effective first-aid dressing for burns, scalds, cuts and 
abrasions. It is also used in plastic surgery and as a dressing for skin-grafts. 
It contains no irritant or toxic substances and is completely safe in the 
patient’s hands. 

Manufactured by 


PERIVALE LABORATORIES LID 


PERIVALE - MIDDLESEX - ENGLAND 
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iSite in wereld 


As u ’n sensitiewe roker is, sal u Rembrandt van Ryn Filter de Lux 
—die wéreld se eerste lang sigaret met filtermondstuk — geniet. Dit 
bied nog groter genot—die room van die Tabakoes plus diz 
»Golden Throat”-filter met dun lagies watte tussen 
kreukelpapier. Dit gee koel, verspreide rook 


—geen teken van tongbrand nie. 


WATT 
. Prys in Suid-Afrika: 1/9 vir 20 


Ook in standaard grootte: 
Rembrandt Filter de Luxe teen 
5 vir 20, 3/6 vir 50 
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"We are fl the opinion that in the ~~ 

general run of cases the hydrocor- 
the 
|_....._-- Simplest, cleanest, and most rapidly 
....effective_of all the topical meas- 
ures we have employed..."' 


—gintmen 
in “the 

inite value 

= atopic aermatitis, 

_ the eminently sat 4 


in 20 of 50 eases.” 


man-..- 
as 

agen 
gemonstrated DY 


results 


Of 29 patients with chronic pruritus ani 


"Only three patients failed to de- 
rive_lasting benefit from [topical 
____hydrocortisone]...this remedy con- 
___ stitutes a valuable aid in the treat- 
~~ ment of this otherwise refractory 
condition.” 


3 therape tically difficult dermatoses 


responsive to 


Cortril 


mand of tQHical ointment 


is available in 1/6 ounce tubes in two strengths, 
1.0% and 2.5% hydrocortisone acetate. 


1 Witten, V.H.. et al. M.A. Am. J. Dis. Child. 87 :298, March, 1954 
2 Sulzberger, M. B.. et J. A.M.A 151-468, Feb. 7. 1953. 


3 Alexander, R. M.. and Manheim, S. D.: J. invest. 
Dermat. 21 :223, Oct., 1953 


4 Sulzberger, M. B et al.: J.A.M.A. 152:1456. Aug. 8, 1953 
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| GURR SURGICAL INSTRUMENT (PTY.) LTD. 
HARLEY CHAMBERS. KRUIS STREET 
JOHANNESBURG 
enGuisn RecoaD 


sree no 


TYPE 


size 


LS 


po. Range 7/- Doz. Serum Range 9/- 


This needle is a well-finished, first-quality product and is confidently recommended as a general 
purpose needle. Blades of drawn stainless steel tube. Hollow ground on specially designed machines 
and HAND HONED as a last operation. Record Mounts. 

Sizes 2 and 12 of Hypo. Range have short bevels, all others with Medium bevel. 


ABOVE NEEDLES WITH LUER LOCK MOUNTS .. . 1/- Dozen extra. 


GURR SURGICAL INSTRUMENTS (PTY.) LTD. 


Harley Chambers, Kruis Street, Johannesburg P.O. Box 1562 


Please Support Our Advertisers — Ondersteun Asseblief Ons Adverteerders 


1080 
1082 
1082 4 
. 
a: 
2% | 15} |No. 20 Hypo. caf 
26 | 45 9 és 18 ee 

| |, 2 | 
22 | 70 is 
23 65 | SO} VI Serum 


vi S.A. MEDICAL JOURNAL 18 December 1954 


Where the best radiography 


is carried out.... 


In the hands of a capable radiographer the installation shown above — 
typical of many throughout the Union and the worla — will consistently 
produce work of an unsurpassed standard. 

The “‘Roentgen !V"' Generator will fully load (yet never overload) a “Dynomax’’ 
rotating anode tube, whilst the “Autonome Ill motor-driven Table and 
vertical Potter-Bucky Stand cfford facilities for all radiographic procedures. 


Technical advice is readily available. 


MODELS FOR HIGH VOLTAGE AND NORMAL VOLTAGE RANGES, ARE AVAILABLE 


WATSON & SONS 


Represented in South Africa and the Rhodesias by: 


THE BRITISH GENERAL ELECTRIC CO. (PTY) LTD. 


Box 1327, Cape Town Box 914, Bloemfontein 
Box 922, Durban | Box 2406, Johannesburg | 4) "bore Elisabech 


THE BRITISH GENERAL ELECTRIC CO. OF CENTRAL AFRICA LTD. 
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improvement in articular function while receiving safe, 


suppressive doses of cortisone, it is essential to 


utilize a program of treatment that includes physical 


medicine”! 


The above quotation is taken from 
a recent report in the Journal of the 
American Medical Association giving 
comparative results of treatment of 
two groups of patients hospitalized 
with rheumatoid arthritis. 

The physical medicine used in this 
study consisted of salicylates, proper 
diet, adequate rest and, in some in- 
stances, special articular supports. 

Salicylate therapy . . . used with the 
control group of 34 patients... 
achieved a “marked or moderate” 
improvement of 80%. When Cortisone 
was administered simultaneously with 
salicylates to a group of 54 patients a 
slightly better result . . . only 5% better 
... Was recorded. 

When it is remembered that 
rheumatoid arthritis (the only arthritic 
disorder for which cortical hormones 
are indicated) accounts for an ex- 


tremely small proportion of those 
afflicted with arthritic and rheumatic 
disorders, the proved effectiveness of 
salicylate therapy takes on added 
importance. 


Confirmation of the value of sal- 
icylate therapy has been provided by 
clinical tests in Great Britain and 
Canada using the BER MIDE formula. 
This is of particular interest to South 
African physicians now making the 
“BERMIDE TEST’’* 


BERMIDE oral therapy may be 
freely prescribed for osteoarthritis, 
infectious and rheumatoid arthritis as 
well as for rheumatism, rheumatic 
fever and various forms of neuritis 
and sciatica. BERMIDE is well 
tolerated ... safe for prolonged ad- 
ministration . . . relieves symptons 
promptly ...controls metabolic dis- 
turbances. . restores normal physio- 
logical action... and BERMIDE is 
moderate in cost. 


'Gordon, M. Martin; Polley, 
Howard F.; Anderson, Thomas 
D.; Physical Medicine Plus Cor- 
tisone for Rheumatoid Arthritis, 
J.A.M.A., vol. 148, No. 7, Feb- 
ruary 16, 1952. 


THE “BERMIDE TEST” 
*The Pan Pharmacals Company 
is offering supplies of BERMIDE 
—gratis—to physicians for them 
to make their own “‘BERMIDE 
TEST” with two patients 
suffering from Arthritic or 
Rheumatic disorders. 

On receipt of a request from you, 
we will send you the large-size 
dispensing bottle of 500 BER- 
MIDE tablets with complete 
recommendations for dosage. 
Additional supplies will be fur- 
nished as required. 


BERMIDE is manufactured under 
licence and is the trademark of this 
product. 


BWBermrmide 


THE PAN PHARMACALS COMPANY 
P.O. BOX 42447 — JOHANNESBURG 


BER.s 
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W hen, as with penicillin, the efficacy of a drug 
is universally accepted, its convenience and ease of ad- 


ministration then assume importance. 


*Distaquaine’ 


preparations present penicillin in the 
j form of a prolonged acting, easily administered aqueous 
/ suspension, pre-eminently suitable for almost all those 


/ instances in which penicillin therapy is indicated. 


‘DISTAQUAINE’ G 


Dry procaine penicillin G and suspending ageats for — 
paration of an aqueous suspension. 


Vials of 300,000, 900,000 and 2,000,000 units 


‘DISTAQUAINE’ 


Fortified 


Dry procaine plus potassium penicillin G and suspending 
agents for preparation of an aqueous suspension. 


Distributed by the associates ua 
ALLEN & HANBURYS LIMITED 


agents of : 


BRITISH DRUG HOUSES, LIMITED 


BURROUGHS WELLCOME & COMPANY 
EVANS MEDICAL SUPPLIES LIMITED 


IMPERIAL CHEMICAL (PHARMACEUTICALS) LIMITED 
AL SPBCIALITIES (MAY & BAKER) LIMITED 


PHARMACEUTIC 


‘THE DISTILLERS COMPANY 


PACKS: 


Prolonged therapy with 


injection-type vials of one mega unit and five mega 


reduced Ototoxicity 


“MIXTAMYCIN? 


streptomycin sulphate 
dihydrostreptomycin sulphate 


units. Each mega unit contains the equivalent of 0.5 gramme 


ALLEN & HANBURYS LIMITED 


BURROUGHS WELLCOME & COMPANY 

EVANS MEDICAL SUPPLIES LIMITED 
IMPERIAL CHEMICAL (PHARMACEUTICALS) LIMITED 
PHARMACEUTICAL SPECIALITIES (MAY & BAXER) LIMITED 


streptomycin base and 0.5 gramme dihydrostreptomycin base. 


Distributed by the associates and agente of : 


BRITISH DRUG HOUSES, LIMITED 


Man ital by THE 


DISTILLERS COMPANY 


(BIOCHEMICALS) LIMITED, 


owners of the trademarks ‘ Distaquaine’ and ‘Mirtamycin’ 


LONDON, 


ENGLAND 
7/54) 15/54 
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... devoted to the discovery 
and development of obstetric 
and gynaecologic pharmaceuticals 


Aci-Jel : For restoration and maintenance of normal 
=e acidity. Bland, non-irritating highly buffered acid 
jelly for topical use in treatment of vaginitis. 

Aci-jel : 3 oz. tube with or without applicator. 


Triple Sulfa Cream : for bacterial vagina! 
infections. Combines three sulphonamides with urea 
peroxide for more effective control of a wide variety of 
vaginal pathogens. Relieves symptoms promptly, eliminates 
malodorous discharge. 

Triple Sulfa Cream: 2} oz. tube with or without 
applicator. 


Dienoestrol Cream: Vaginal oestrogen 
therapy for senile and atrophic vaginitis and postmenopausa 
pruritis vulvae. Contains 0.1 mg. of the synthetic oestrogen 
dienoestrol per gram of cream base. 

Dienoestrol Cream: 2% oz. tube with or without 
applicator. Also available in | oz. tubes for general applica- 
tion as prescribed. 


Massé Nipple Cream: for prevention and 
treatment of cracked nipples. Contains the safe, effective 
antiseptic 9-amino acridine and allantoin. Dainty, aesthetic, 
emollient and healing. Does not interfere with nursing. 
Ideal for antepartum nipple conditioning and postpartum 
nipple care. 

Massé Cream: | oz. tube, individually boxed. 


Nidoxital: Controls nausea and vomiting of pregnancy 
with pyridoxine, dl-methionine, nicotinamide, benzocaine, 
and pentobarbital. Effective relief in 24 to 72 hours in 
most cases. 

Nidoxital : Bottles of 12—20 capsules. 


Nutri-Sal : A Ringer-type/giucose douche designed 
to promote fertility in selected cases by virtue of its ability 
to enhance sperm survival and migration. 


Nutri-Sal : Packages of 3 vials, each sufficient for i pint 
douche solution. 


Literature and Samples on request. 


: Ortho Pharmaceutical Limited 


ENGLAND 
Makers of Gynaecic Pharmaceuticals 


Sole distributors : 
ETHICAL PRODUCTS (PTY.) LTD. 
(Ethical Division Johnson & Johnson (Pty.) Ltd.), 
P.O. Box 727. East London. 


CEPAC-3901-28W 
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The calming, relaxing and moderate hypotensive effect 
of Rauwiloid (a standardized alkaloidal extract from 
Rauwolfia serpentina), when combined with the more 
powerful hypotensive influence of Veriloid (a stan- 
dardized alkaloidal extract from Veratrum viride), leads 
to a unique type of drug complementation. The patient’s 
Veriloid requirement is decreased, side effects, if present, 
disappear, and a striking hypotensive response is pro- 
duced. Not only are the diastolic and systolic pressures 
lowered significantly, but at the same time, the patient 
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A Striking Example of 


Drug Complementation .. . 


with fewer side effects 


Rauwiloid + Veriloid 


In Mild and Moderate Hypertension 


18 December 1954 


feels better, headache and dizziness disappear, and 
tachycardia, when present, is replaced by mild 
bradycardia. 

On the basis of this apparent synergism, Rauwiloid + 
Veriloid leads to excellent results in moderate, severe, 
and resistant hypertension. Each tablet contains 1 mg. 


of Rauwiloid and 3 mg. of Veriloid. Average dose, one 
tablet three or four times daily, ideally after meals, at 
intervals of not less than four hours. Available in bottles 
of 50. 


Rauwiloid alone 


As shown in a recent study, Rauwiloid administered 
alone produces excellent results in early, mild, or labile 
hypertension. In this condition, the blood pressure is 


significantly reduced, a sense of well-being is quickly 
engendered, and _ mild 
tachycardia. 


bradycardia soon replaces 
Toxic reactions do not occur, even when 


the amount of drug administered is three or four times 
the usual dose. Side actions are surprisingly rare. 
Thus Rauwiloid becomes the medication of choice in 
uncomplicated mild and moderate hypertension. Initial 
dose, 4 mg. (2 tablets) once daily; maintenance dose, 
2 mg. daily. Supplied in bottles of 50 tablets, over 3 
weeks’ supply. 


Rauwiloid, an original Riker development, represents the alseroxylon alkaloidal 


fraction of Rauwolfia serpentina. 


Each batch is tested in dogs fer its ability to 
produce sedation, drop in blood pressure, and bradycardia. 


Hence pharmacologic 


uniformity is assured. 


RIKER LABORATORIES AFRICA (PTY) LTD. 


LOS ANGELES 


P.O. BOX 1355, PORT ELIZABETH 
TORONTO 


LOUGHBOROUGH 
3242-2 
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For smooth gentle control of constipation 


Agarol*, an emulsion of mineral oil and agar-agar with phenol- 

phthalein, provides a treatment designed to re-establish the 

correct pattern where bowel evacuation is deranged. The phenol- 
phthalein in Agarol provides gentle threshold stimulation ; the 
hydrophilic properties ensure a moist yet well formed stool ; the 
agar-agar content supplements mucin deficiency; the highly 
emulsified mineral oil mixes readily with the intestinal contents 
to form a soft lubricated mass. The palatability of Agarol makes 
it acceptable to the most fastidious patient. 


INDICATIONS For chronic tipation and intestinal i icati a 4 A 
For restoring sluggish bowel activity to normal regularity in the elderly. For ? 
expectant or nursing mothers. To obviate straining in patients with high A G A R fH) L WARNER 
blood pressure, tuberculosis or heart disease. To provide lubrication where 
hemorrhoids or other painful anal conditions are present. 


Supplied in 6 and /4o0z. bottles. 
NO WARNER PREPARATION HAS EVER BEEN ADVERTISED TO THE PUBLIC 


WM. R. WARNER & COMPANY (PTY) LTD., 6-10 Searle Street, Capetown. 


The problem was 


to provide neutral, soluble aspirin in stable tablet form 


The therapeuti dvantages of the calcium salt of properties of aspirin — 
aspirin over aspirin itself have been repeatedly stressed rheumatic and, being soluble, it is mors rapidly absorbed 
in medical literature. Being an acid substance of low and consequently more speedy in its therapeutic effect. 
solubility, aspirin may act as a gastric irritant. By Thus Dispirin embodies the virtues both 
contrast, calcium aspirin is neutral and highly soluble. 
Calcium aspirin, however, has its own defects. It is an 


analgesic, antipyretic and anti- 


of aspirin and 
of calcium aspirin without certain 


defects which hitherto have re- 


table compound, and its presentotion in stable and stricted the usefulness of these two 
palatable form has challenged research workers for preparations. Disprin rapidly 
mony yeors. The difficult problem of the preparation dissolves 
of calcium aspirin in stable and palatable form has at solution of calcium aspirin, 
last been solved in Disprin. Disprin has all the valuable neutral, stable and palatable. 


in water to yield a 


Stable and palatable calcium aspirin 
Soluble and substantially neutral 


Clinical samples and literature supplied on application. 
Special hospital pock — prices on application. Made by the manufacturers of ‘‘Dettol™’ 


RECKITT COLMAN (AFRICA) tve., sox 1097, CAPE TOWN 
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Maintaining Skin Health 

In the core of infants skin health is of 
prime importance. Irritated or inflamed 
skin causes discomfort and leads to lack 
of sleep Fissan Paste is a protective, 
healing cream which ensures that the skin 
remains supple and pliable. Inflammation 
and irritation disappear after one or two 


liberal applications. 


FISSA 


Early Treatment 

Eorly treatment with Fissan Paste eliminates 
unnecessary suffering. Any rash or inflam- 
mation is arrested and ony tendency to 


desquammation of the skin is reversed. 


Fissan Paste is an adjunct to skin health. 


Remember to keep it handy. 


Further information from: 


BRITISH CHEMICALS & BIOLOGICALS (S.A.) (PTY.) LTD. 
259 Commissioner Street, P.O. Box 5788, Telephone 23-1915, Johannesburg 


to- | FSSAN PASTE | 
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EDITORIAL 


THE GROWTH OF HAIR 


Growth of the hair is a cyclic phenomenon dependent 
on the structure and function of the skin. A hair grows 
in its follicle, which is an integral part of the skin, but 
it may be lost as a dead club hair when the follicle is 
resting. In man the old club hair is not as a rule re- 
tained after a new hair starts to develop in the follicle. 
Apparently each follicle has its own cycle independent 
of neighbouring follicles. There is no seasonal growing 
of hair or a general wave of growth.! No normal follicle 
is believed to produce hair continuously: a rest period 
occurs. In man a scalp hair may be produced in a 
follicle for 2 to 6 years but then there is a rest period 
in that follicle lasting a few months. It is not yet properly 
established what induces the quiescent state of the 
follicle and the production of a club hair when growth 
of the normal hair has been completed. 

The fine architecture of the hair follicle auring growth 
and rest has been studied by cytochemical methods. 
Alkaline phosphatase is demonstrable in large amount 
in the dermal papilla of the active hair follicle and is 
absent from the papilla in the resting follicle. Chromo- 
tropic substances, probably acid polysaccharides, gradu- 
ally become located extracellularly around the papilla 
cells, as well as in the connective tissue sheath around 
the bulb and the lower third of the external sheath, 
but they are absent from resting hair follicles. Glycogen 
especially is present in active hair follicles as a readily 
available source of energy. 

Clipping of hair does not cause growth to occur but 
plucking and chemical irritants initiate growth of 
follicles. Plucking of club hairs is followed by a burst 
of mitotic activity in all the epithelial components of 
the follicle; plucking however does not have this effect 
in animals that have been maintained for some time 
on an insufficient diet, presumably because not enough 
carbohydrate is available. 

With certain doses of X-rays white and partially 
coloured hairs may grow subsequently. Irradiation in 
high doses can cause hair to fall out within a few days. 

The effects of hormones on the growth of hair have 
not been conclusively studied; sex hormones are well 
known as stimulants of the growth of hair in different 
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VAN DIE REDAKSIE 


DIE GROEI VAN HARE 


Die groei van hare is ’n siklus-verskynsel wat afhanklik 
is van die vel se struktuur en funksie. °n Haar groei 
in sy sakkie wat ’n integrale deel van die vel is, maar dit 
kan as ’n dooie knotshaar uitval wanneer die haarsakkie 
nie aktief is nie. In die mens bly die knotshaar nie agter 
nie wanneer ’n nuwe haar in die haarsakkie opskiet. 
Waarskynlik volg elke haarsakkie sy eie siklus onaf- 
hanklik van die van aangrensende haarsakkies. Hare 
groei nie net op sekere tye nie.! Die mening word 
gehuldig dat hare nie aanhoudend in die normale 
haarsakkie groei nie: ‘“n rustydperk tree in.' In die 
haarsakkie van die mens kan die kopvelhaar vir 2 tot 
6 jaar groei, dan rus die haarsakkie vir ’n paar maande. 
Daar ontbreek nog kennis oor hierdie rustydperk en 
oor die ontstaan van ‘n knotshaar wanneer die normale 
haar se ontwikkeling voltooi is. 

Die fyn struktuur van die haarsakkie gedurende die 
groei- en rustydperke is deur sitochemiese metodes 
bestudeer. Fosfatase-alkalié is in groot hoeveelhede 
in die huidpapille van die aktiewe haarsakkie aanwesig, 
maar nie in die papille van die onaktiewe haarsakkie 
nie. Chromotropiese stowwe, waarskynlik polisaccharose- 
sure pak geleidelik buite om die papilla-selle en ook in 
die bindweefselskede om die bol en die onderste derde 
van die buitenste skede, maar dié stowwe is nie by die 
onaktiewe haarsakkies aanwesig nie. Veral glikogeen 
word in die aktiewe haarsakkies gevind en is ’n bron 
van energie wat maklik beskikbaar is. 

Knip laat hare nie groei nie maar die uittrek van hare 
en die gebruik van chemiese prikkelmiddels laat die 
haarsakkies groei. As knotshare uitgetrek word, volg 
daar °n skielike mitotiese aktiwiteit in al die epiteel- 
bestanddele van die haarsakkie; in diere wat vir ’n 
hele rukkie nie op ’n bevredigende dieet was nie, het die 
uittrek van hare nie dieselfde uitwerking nie, waarskynlik 
omdat daar nie genoeg koolhidrate beskikbaar is nie. 

Na sekere X-straal-dosisse kan hare, wat wit of net 
gedeeltelik gekleurd is, uitkom. Groot dosisse bestraling 
kan hare binne ’n paar dae laat uitval. 
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regions of the body but the mechanisms involved 
require further study. 

The development and growth of the hair follicle has 
been studied in much detail in many animals and also 
in man. The hair is a keratinized product of the follicle 
and is grown during the growing phase of the follicle; 
it is retained as a dead club hair during the ‘resting’ 
phase of the follicle. The cycles of growth of the follicle 
have been divided into 3 stages: (a) anagen, the growing 
period, which has now been described in 6 sub-stages 7— 
from the beginning when the ‘germ’ undergoes a burst 
of mitotic activity until the end of anagen VI when the 
hair emerges beyond the surface of the skin; (5) catagen, 
the relatively brief transitional period from growing to 
resting; (c) telogen, representing the resting phase. 
The division into stages is purely arbitrary, for the 
development of a hair follicle is a dynamic flowing 
process.' 

Many questions remain to be answered in connection 
with hair growth, including the manner in which the 
growth cycle is controlled. Other problems awaiting 
solution are those of baldness and hirsutism, and the 
question of different types of hair and the chemistry 
of hair. 


1. Chase, H. B. (1954): Physiol. Rev., 34, 113. 
2. Chase, H. B. et al. (1951): 


Physiol. Zodl., 24, 1. 


Considerable interest has recently been displayed in the 
techniques of hypotension during anaesthesia. Used 
primarily with a view to proviting a relatively bloodless 
operating field for the convenience of the surgeon and 
secondarily to reduce blood loss, hypotension has been 
used in a wide variety of operative procedures and has 
been produced by several methods, including total 
spinal block, arteriotomy and sympathetic ganglionic 
blockade. The majority of the reports on this technique 
are on the same lines as that which appeared in this 
Journal recently. The still small voice of caution has 
sounded from time to time and has been reinforced by 
a recent report on the effects of hexamethonium-induced 
hypotension in 14 human subjects* who were exten- 
sively studied with regard to various physiological 
norms. 

The average fall in systolic and diastolic blood- 
pressures in these subjects was of the order of 48% 
and 44% respectively and at these reduced levels the 
cardiovascular responses to hypercarbia and hypoxia 
were absent. Circulation times were increased in inverse 
proportion to the hypotension, and the arterial oxygen 
saturation, determined by oximetry, fell significantly 
if the patients were tilted into the Fowler position. In 
4 patients the cerebral arterio-venous oxygen differences 
were measured and were found to be almost doubled 
when the systolic pressure was reduced to 60 mm. Hg, 
indicating marked reduction in the blood supply to the 
brain, and electrocorticograms at this level of hypo- 
tension showed reduction in the electrical activity of 
the cortex. At a level of 55 mm. Hg virtually all cortical 
activity ceased. At levels of 65 mm. electro-cardio- 
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Die uitwerking van hormone op die groei van hare 
moet nog behoorlik bestudeer word; dit is welbekend 
dat geslagshormone die groei van hare op verskillende 
dele van die liggaam stimuleer maar die betrokke 
meganismes moet nog verder bestudeer word. 

Die ontwikkeling en die groei van die haarsakkies 
is in baie diere en ook in die mens tot in die fynste 
besonderhede bestudeer. Die hare is ‘n horingstof- 
produk van die haarsakkie en word gekweek gedurende 
die groeistadium van die haarsakkie. Die groeisiklusse 
van die haarsakkie is in 3 stadiums ingedeel (a) anagen, 
die groeitydperk, wat nou in 6 trappe beskryf word ? 
—dit begin met die skielike mitotiese aktiwiteit van die 
,kiem’ en eindig in anagen VI wanneer die haar bo die 
vel uitkom; (6) catagen, die betreklik kort oorgangs- 
tydperk tussen die groei- en rustydperk; (c) telogen, 
die rustydperk. Die indeling is geheel en al arbitrér, 
want die ontwikkeling van die haarsakkie is ’n vloeiende 
aanhoudende proses.' 

Daar is nog baie probleme oor die groei van hare 
wat nog opgelos moet word, soos bv., kaalhoofdigheid, 
harigheid, die chemie van die haar, die verskeidenheid 
van haarsoorte en die faktore wat die groei-siklus 
beinvloed. 


1. Chase, H. B. (1954): Physiol. Rev., 34, 113. 
2. Chase, H. B. et al. (1951): Physiol. Zodl., 24, 1. 


graphic tracings showed ST depression and flattened 
T waves indicating myocardial hypoxia. 

This experimental evidence should be taken in con- 
junction with statistical surveys such as that of Hampton 
and Little * who showed, on evidence collected from 
English anaesthetists, that the mortality rate of this 
technique was | in 500 and the morbidity rate | in 38, 
and on evidence collected from American anaesthetists 
(either more honest or less skilful) that the mortality 
rate was | in 136 and the morbidity rate | in 31. Man- 
dow et al.* lost 9 patients in their series of 442 opera- 
tions and the Association of Anaesthetists of Great 
Britain and Ireland report 14 deaths in detail,® further 
supporting the suggestion that the natural homeostatic 
circulatory reflexes have been provided for a specific 
purpose and that interfering with this ‘balance’ of 
nature cannot be lightly undertaken. Hampton and 
Little demonstrated with the aid of the chi square 
statistical test that systolic pressures below 80 mm. Hg 
(201 serious complications) were much more dangerous 
than pressures above that level (16 complications). 

Most of us will freely concede that with better operat- 
ing facilities surgeons are able to do better work. But 
this credo should not tempt to practices which are more 
hazardous than the conditions for which the surgery 
is performed. Dementia is a stiff price to pay for a new 
nose! 


1. Bentel, H. and Ginsberg, H. (1954): S. Afr. Med. J., 28, 827. 

2. Van Bergen, F. H. et al. (1954): Anesthesiology, 15, 507. 

3. Hampton, L. J. and Little, D. M. (1953): Arch. Surg., 67, 549. 

4. Mandow, G. A. et al. (1954): Brit. J. Anaesth., 26, 26. 

5. Report of Committee upon Deaths Associated with Anaes- 
thesia (1953): Anaesthesia, 8, 263. 
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IMMUNIZATION AGAINST DIPHTHERIA: COMPARISON OF A.D.F., P.T.A.P. 
AND A.P.T. IN MAN 


J. H. Mason*, D.Sc., F.R.C.V.S., F.R.S.E., MARY ROBINSON*, MINNIE Preisst, M.B., Ch.B., D.P.H., and 
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P. AGERHOLM CHRISTENSENT, M.B., Dip. BACT. 


* South African Institute for Medical Research, Johannesburg 


Laboratory experiments have shown that the recently- 
introduced diphtheria prophylactic, adsorbed dissolved 
floccules (A.D.F.), is a good antigen when tested in the 
guinea-pig, certainly as good as alum-precipitated toxoid 
(A.P.T.) and purified toxoid adsorbed on aluminium 
phosphate (P.T.A.P.).!. Immunization of young nurses 
with A.D.F., carried out in collaboration with the 
medical staff of the City Health Department of Johan- 
nesburg,”: * confirmed the good results obtained in the 
laboratory animal, but at the time no comparison was 
made with other diphtheria prophylactics. The present 
paper deals with the results of such a comparative trial 
in man. 

The choice of the best method of comparing the 
antigenic value of different diphtheria prophylactics is 
not easy. Firstly, there is the question of the test subject. 
Ultimately the criterion must be the ability of the product 
to prevent the occurrence of the disease but the use of 
man as a test subject is beset with difficulties. Assuming 
that a prophylactic of proven value in human beings 
is available as the reference standard, other antigens 
to be compared with it would undoubtedly have been 
found satisfactory in the laboratory before a clinical 
trial would be attempted and, assuming that large groups 
of children could be immunized simultaneously, each 
group with one antigen, and further that an outbreak of 
diphtheria would occur at a suitable interval thereafter, 
it is highly improbable that an unequivocal answer 
would be got. Having shown themselves potent in 
laboratory tests, the antigens would probably prove 
themselves potent in man to such a degree that statistical- 
ly significant differences in the incidence of mortality 
or morbidity would not show up. 

If the serum antitoxin titre of a person is a reflection 
of his immunity to diphtheria—and there is almost 
incontrovertible evidence to support this—then it would 
not be necessary to resort to the exposure of immunized 
people to infection; the antitoxin concentrations reached 
in the blood serum of persons immunized with a 
measured dose of a prophylactic would be a satisfactory 
indicator of potency of the preparation. It has been 
shown * > ® that P.T.A.P. is an excellent antigen in 
the guinea-pig and that it will render almost 100% 
of immunized children Schick negative for a lengthy 
period. It is generally accepted that a negative Schick 
reaction reflects a serum antitoxin concentration of 
0.004 unit per ml. or more, and although the Schick 
test has the enormous advantage of lending itself to 
mass surveys, it has the disadvantage of not showing 
how much more, if any, the antitoxin concentration is 
greater than 0.004 unit /ml. serum. Thus for the particu- 
lar purpose of comparing prophylactics the Schick test 
is not sensitive enough. However time-consuming and 


+ Union Health Department, Pretoria 


labour-consuming the direct assay of the circulating 
antitoxin concentration of immunized persons may be, 
it offers a far more accurate comparison of the antigenic 
potencies of different prophylactics. 


EXPERIMENTAL PROCEDURE 


Antigens. A.P.T., 50 Lf/ml., A.D.F., 50 Lf/ml. and 
10 mg. aluminium phosphate /ml., dissolved floccules 
(D.F.), 50 Lf/ml., and P.T.A.P., 50 Lf/ml. and 10 mg. 
aluminium phosphate /ml. were the antigens used. The 
first three were prepared at the South African Institute 
for Medical Research and the last at the Wellcome 
Research Laboratories. 

Test Subjects. The blood sera of 165 Bantu children 
of mixed tribal origin and living under similar conditions 
in an urban location were assayed for diphtheria anti- 
toxin. One hundred of the children were rejected as 
test subjects because their sera contained 0.001 unit or 
more of antitoxin per ml.: 65 children, all with less 
than 0.001 unit of antitoxin per ml. of serum, were 
immunized. 

Method of immunization. The children were divided 
into 3 groups and each group received a different 
prophylactic. Two doses of antigen, each containing 
25 Lf, were given by the subcutaneous route, with an 
interval of 6 weeks between injections. The children 
of group | received one injection of A.D.F. and one of 
dissolved floccules (D.F.) not adsorbed on aluminium 
phosphate, those of group 2, 2 doses of P.T.A.P. and 
those of group 3, 2 doses of A.P.T. 

Antitoxin assay. \n addition to the first blood sample, 
taken before the start of immunization, 3 others were, 
when possible, obtained (1) 6 weeks after the primary 
stimulus, and (2) 14 days and (3) 12-24 months after 
the secondary stimulus. The antitoxin in these serum 
samples was assayed by the guinea-pig intracutaneous 
method, using a lagered toxin of known value and of 
constant potency. All titrations were carried out at the 
Lr/1000 level because it was technically convenient to 
do so. 


RESULTS 


The antitoxin content of each serum (units /ml.) is given 
in Table 1. On the assumption that a serum antitoxin 
titre of 0.004 unit /ml. renders a subject Schick-negative 
and that one of 0.04 unit/ml. confers immunity to 
clinical diphtheria, columns 4, 10 and 16 of Table 1 
show that all the children except A.P.T. No. 11 had 
become Schick-negative 6 weeks after the first dose of 
each prophylactic and that all those immunized with 
P.T.A.P., 20 of 21 immunized with A.D.F., but only 9 of 
the 20 immunized with A.P.T., were protected against the 
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For - — or ‘liverish’ patient 


a DEHYDROCHOLIN is the most active and least toxic of the bile acids. 
Since it is highly effective in promoting the secretion of bile and 
therefore aids the digestion and absorption of foodstuffs, 
particularly fats, it is indicated particularly for the treatment 
of ‘bilious’ or ‘liverish’ conditions. 
Dehydrocholin is also useful in establishing normal 
bowel action in patients with a deficiency of bile and in 
patients needing mild peristaltic stimulation. Dosage of 
three tablets three times a day is recommended. 


© ‘DEHYDROCHOLIN’ 


Tablets for oral administration, each containing 0.25 gramme in bottles of 20 
and 100. Solution for injection — ampoules containing 2 gramme of sodium 
dehydrocholate in 10 ml. Boxes of 6 ampoules. Literature is available on request. 


BRITISH nentaing HOUSES (SOUTH AFRICA (PTY.) LTD. 123 JEPPE STREET JOHANNESBURG 
LONDON TORONTO SYDNEY ° BOMBAY ° AUCKLANITI 
Dhyu/SAF/25 


DRAEGER OXYGEN TENT 


ae =] With Ice Cooling — With Electric Cooling 


| Carbon-Dioxide Absorption 
Electric Air Circulator 
Temperature and Humidity Regulation 
Glass Clear Plastic Tent Cover 
Oxygen measuring Apparatus 


Oxygen Pressure Reducer 


SAFETY & MEDICAL EQUIPMENT CO. (PTY) LTD. 
“Cambridge” cor. Saver and Kerk Streets, Johannesburg. 
Telephone 33-9625 


Cape Representatives: 


MEDULTRA (Pty) Ltd. 
Maynard Street, Wynberg, C.P. Telephone 7-0445 
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HOW IRRITATING ... it is when a sting, a rash or 


an insect bite robs the day of its pleasure, the 
night of its rest. Yet how easily ANETHAINE 
dispels the discomfort such skin affections bring. 
Soothing, swift to act, it ends the itching and 
pain in minutes — welcome relief that lasts for 
two hours or more. Small amounts suffice and, 
being non-greasy, the ointment is clean to use 


and easily washed from skin or clothing. 


ANETHAINE Ointment 


Trade Mark 
in minutes—pain relief for hours 
1% amethocaine in water miscible base. j-oz. tubes. 


VV GLAXO LABORATORIES (S8.A.) (PTY.) LIMITED, P.O. BOX 9875, JOHANNESBURG 
AGENTS: M. & J. PHARMACEUTICALS (PTY.) LIMITED, P.O. BOX 784, PORT ELIZABETH 


i 


EROEONEED 


Ready-prepared aqueous injection of procaine penicillin— 
300,000 units per cc. 


| cc. injection normally maintains effective level 


of penicillin in the blood for 24 hours 


~~ 


Vials of ten Icc. doses. 


3 GLAXO LABORATORIES (S.A.) (PTY.) LIMITED, P.O. BOX 9875, JOHANNESBURG 
Agents: M. & J. Pharmaceuticals (Pty.) Limited, P.O. Box 784, Port Elizabeth 
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disease. Fourteen days after the second dose all the 
children whose sera were assayed (columns 5, 11 and 17) 
would have been both Schick-negative and protected. 
The serum titres obtained some 12 to 24 months after the 
second injection were still satisfactory. All the children 
would have been Schick-negative and only one (A.P.T. 
No. 9) susceptible to the disease. 

A cursory examination of the results recorded in Table 
1 gives the impression that the response to A.P.T. was 
somewhat poorer than either of those produced by the 
other two prophylactics, and that those obtained with 
A.D.F. and P.T.A.P. were equally good. However, a 
more detailed statistical analysis of the results, using the 
logarithm of the titre as response metameter does not 
wholly confirm this. 

Although all the children were young—from 7 to 
9 months of age—the age distribution was not quite 
even in the 3 groups, the mean age being about 40 
months in the A.D.F. and A.P.T. groups and about 30 
months in the P.T.A.P. group. 

The first 2 serum samples were obtained at the same 
time-intervals in all cases, but the third samples were 
taken at times that varied from child to child; the mean 
sampling times after the second injection were 18.6 
months for A.D.F., 17.4 months for P.T.A.P., and 
15.9 months for A.P.T. It may be justifiable to ignore 
these differences when comparing the results noted in 
Table |, since an examination of the data showed neither 
a significant correlation between age and response nor 
between the interval of time elapsing to the third sample 
and response. 

The number of subjects in each group was fairly 
well balanced but the sex distribution varied; in the 
A.D.F. and P.T.A.P. groups girls predominated slightly, 
and in the A.P.T. group, considerably. A comparison 
of the responses of males and females for each of the 
3 serum samples in each of the 3 groups allowed of the 
following conclusions: 


Serum Sample | 
A.D.F.—responses in males considerably higher than in females 
(t=2.647, 19). 
P.T.A.P.—No significant difference. 
A.P.T.—response in males considerably higher than in females 
(t= 7.635, d.f. 18). 
Serum Samples 2 and 3 
_ A.D.F., P.T.A.P. and A.P.T.—the difference in mean responses 
in males and females was in no instance significant at the 5°% 
probability level. 


The higher response obtained in males after one injec- 
tion of either A.D.F. or A.P.T. could be explained if the 
assumption were made that boys were more basically 
immune than girls before the commencement of immu- 
nization because of small antigenic stimuli resulting 


from inapparent infections. However, the absence of 
difference in the P.T.A.P. group and the lack of an 
obviously good reason to show why the males more 
frequently underwent silent infection than the females 
do not support this notion. We are unaware of published 
records dealing with a difference in responsiveness of 
the sexes and, although its occurrence here may be 
fortuitous, we place it on record so that those conducting 
this type of research may be apprised of it, and be in the 
position to confirm or refute it as opportunity arises. 


S.A. TYDSKRIF VIR GENEESKUNDE 


1073 


The immediate implication is that the titres of the 
first serum samples of both males and females cannot 
fairly be pooled when comparing the responses to 
A.D.F., P.T.A.P., and A.P.T. For this reason the results 
were compared separately, the male titres with the male 
titres and the female with the female. In comparing the 
titres of the second and third samples, data obtained 
from the males and the females were pooled. 

The results of the statistical analysis are summarized 
below. The variances in the different groups were 
examined for homogeneity before the means were 
subjected to the t-test. In the third samples there were 
indications of different variances and the ratio ¢ (differ- 
ence of means /standard deviation of the difference) was 
calculated by the method of Cochran and Cox 
(Snedecor 7). The calculated 5° level of this ratio is 
given in brackets. 


Sample | 


Groups compared—A.D.F. and A.P.T. 
Males: No significant difference (7 
Females: No significant difference (tf =1.842, d.f. 24). 

Groups compared—A.D.F. and P.T.A.P. 

Males: No significant difference (¢=0.200, d.f. 17). 
Females: Response to P.T.A.P. higher than to A.D.F. 
(t=2.952, d.f. 24). 

Groups compared—P.T.A.P. and A.P.T. 

Males: No significant difference (¢=0.600, d.f. 14). 
Females: Response to P.T.A.P. significantly higher than to 
A.P.T. (t=4.273, d.f. 26). 


Sample 2 

No significant difference was detected in the response to the 3 
antigens. 
Sample 3 

Groups compared—A.D.F. and A.P.T. 

Response to A.D.F. significantly higher than to A.P.T. 
t=2.932 (2.189). 
Groups compared—A.D.F. and P.T.A.P. 
Response to A.D.F. significantly higher than to P.T.A.P. 
t =2.875 (2.149). 
Groups compared—P.T.A.P. and A.P.T. 
No significant difference t=1.291 (2.190). 

The results obtained in boys 6 weeks after the first 
injection (sample 1) were equally good irrespective of the 
prophylactic used, but at this time P.T.A.P. had stimu- 
lated the production of a significantly higher level of 
serum antitoxin in girls than had either A.D.F. or A.P.T. 
If the grouping according to sex had not been followed 
and the results been pooled instead, one dose of A.D.F. 
might have been considered to be more efficient than one 
of A.P.T. (t=2.066, d.f. 39) merely because of the greater 
proportion of girls in the A.P.T. group. In addition, the 
difference in response to A.D.F. and P.T.A.P. would 
have become insignificant (f=1.700, d.f. 44). 

The results obtained after 2 injections of the antigens 
used in this experiment (sample 2) show that they are 
equally efficient as 2-dose prophylactics, and those 
obtained some 17 months later (sample 3) underline the 
fact that A.D.F. may be used with confidence. One boy 
(A.D.F. No. 4), immunized with A.D.F. and D.F., 
had 5.0 units /ml. of serum at the time of the third sample, 
against 0.5 unit /ml. at the time of the second. This rise 
in titre suggests a further specific stimulus which could 
bias the result in favour of A.D.F. However, the exclu- 
sion of this particular observation does not alter the 
interpretation: A.D.F.-A.P.T.,  t=2.720 (2.197); 
A.D.F.-P.T.A.P., t=2.723 (2.154). 


0.691, d.f. 13). 
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Two results from children not included in the experi- 
ment are available to suggest that one injection is not 
sufficient to produce a satisfactory lasting immunity. 
One child with a pre-injection serum titre of 0.001 
unit /ml. had a titre of 0.002 unit /ml. 16 months after 
one dose of A.P.T.; the other, also with a pre-injection 
titre of 0.001 unit /ml. and who received P.T.A.P., had 
a serum titre of 0.004 unit /ml. 20 months later. 


SUMMARY 


Sixty-five young Bantu children were divided into 3 
groups. Those of group | were immunized by 2 
injections of A.P.T., those of group 2 by 2 injections of 
P.T.A.P. and those of group 3 by one injection of A.D.F. 
followed by one of D.F. Each dose contained 25 Lf 
and the interval between injections was 6 weeks. 

There was a definite indication that, after one injec- 
tion, A.D.F. and A.P.T. did not immunize females so 
well as males whereas P.T.A.P. was equally good in both 
sexes. If males only are considered there was no signifi- 
cant difference in the responses to the 3 antigens; if 


MILLICENT SILANSKY, B.A., DipLOMA LOGOPEDICS 


In South Africa the last 5 years have seen a growing 
interest in the many-sided problem of cerebral palsy. For 
the maximum rehabilitation of the child with cerebral 
palsy, the services of the paediatrician, orthopaedic 
surgeon, neurologist, psychologist, physiotherapist, 
speech therapist, occupational therapist and educationist 
are required; but this ideal combination is seldom 
attained. 

The Pretoria School for Cerebral Palsy, started by 
parents of children afflicted with this condition, was 
opened in 1950, with 3 pupils and | therapist, and has 
since increased to 41 children and a staff of 3 teachers 
(one a nursery-school teacher), 3 physiotherapists, 
1 occupational therapist, 2 speech therapists, a matron 
and 4 African ‘helps’. Unfortunately the female 
professional staff is constantly changing and there is 
never a full complement. The author worked as speech 
therapist at this School for 21 months up to July 1954. 

Only children suffering from cerebral palsy are 
admitted to the School, but doubtful cases are received 
and kept under observation for 3-6 months until the 
diagnosis can be established’. 


TYPES OF CEREBRAL PALSY 


“Cerebral Palsy is a term used to designate any paralysis, 
weakness, inco-ordination or functional aberration of 
the motor system resulting from a pathological condition 
in the motor centres of the brain. The disease may be 
so localized as to cause only motor symptoms. More 
frequently, however, the brain damage is diffuse and may 
also cause convulsions, mental retardation, speech 
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females only are considered then P.T.A.P. was superior 
to A.D.F. and A.P.T. If sex is ignored, A.D.F. and 
P.T.A.P. produced better responses than A.P.T. 

Males and females were equally well immunized by 
all antigens 2 weeks after the second injection with no 
statistically significant differences in the responses to 
the different antigens. 

A.D.F. followed by D.F. appeared to produce a 
longer-lasting immunity, as determined some 17 months 
after the second injection, than either A.P.T. or P.T.A.P. 
The responses to A.P.T. and P.T.A.P., did not, at this 
time, show statistically significant differences. 
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defects, behaviour disturbances and sensory losses of 
varying degrees, particularly in hearing and vision’.' 

During the first 34 years of the School the following 
were the number and types of cerebral palsy in the 
children handled, and the proportion of these with 
speech defects: 


Number with 


Types Total Number Speech Defects 
Spastic 19 14 
Athetoid 6 4 
Flaccid 
Mixed 3 2 
Ataxic 4 3 
Rigid 
Aphasic 3 3 
Unclassified 5 3 
Total 41 30 


Thus 11 children (i.e. 27°.) have normal or adequate 
speech and do not require speech therapy. 

Cases have to be chosen carefully as there is insufficient 
time to give speech therapy to all who are in need of it. 
Sometimes a complete lack of co-operation from the 
home will render therapy ineffective in spite of the 
intelligence of the child. In selection, younger children 
are given preference to older ones and the more intelligent 
to the more dull. It is important to spend not more than 
20-minute periods daily on therapy, as the children tire 
easily and their span of attention is short. Individual 
treatment is preferred, but where 2 cases are similar in 
respect of age, intelligence and therapy they are taken 
together. 


- 
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APPROACHING THE PROBLEM 


In approaching the problem of speech therapy, each case 
is treated individually and a separate programme worked 
out for each child; there is no set line of therapy for all 
spastics or all athetoids. However, the therapy for 
spastics will involve gaining greater mobility of spastic 
muscles, whereas that for the athetoid group will involve 
gaining greater control over the affected muscles, while 
the ataxic case, in which the cerebellar lesion causes a 
loss of balance and a diminished sense of awareness of 
muscle feeling and placement, will to a large extent call 
for a kinaesthetic approach to therapy. Obviously 
therefore it is necessary to know the physical diagnosis 
before starting the speech programme; at the School it 
is supplied by the paediatrician, who bases it on a full 
history and physical examination. 

To complete the picture of the case a psychologist’s 
report is also available. An intelligence test is done on 
each child. Taking into account that the standard mental 
testing for normal children is not wholly applicable to 
children with cerebral palsy—they may have speech, 
motor or sensory handicaps—a fair idea of the child’s 
mental ability can be gauged from repeated 1.Q. tests, 
and an evaluation of the child’s progress and ability 
over a long period. 

For this reason, the weekly clinical meetings at the 
School are an invaluable source of information about 
each child. At these meetings the physical, educational, 
and speech progress (or retrogression) is discussed by 
the staff, as well as the emotional adjustment of the child. 
The parent, too, is invited to discuss any problem and 
is given advice when needed. Neurological, orthopaedic 
and psychological changes are noted by a panel of 
doctors, who re-examine the child at regular intervals 
during the year. The hame environment and the attitude 
of the parents to the child’s physical and speech handicap 
are important factors to be considered in the speech 
treatment. 


SPEECH EVALUATION 


Speech defects in children with cerebral palsy may be 
directly due to the brain lesion, or they may occur, as in 
normal children, through other organic or functional 
factors. For the purposes of classification, the following 
terminology, adapted from Pohl? and Rutherford * is 
used to describe the speech defects under which the 
children fall. 

1. Delayed Speech. Many children with cerebral palsy 
have failed to develop speech after the age when most 
normal children have started talking. The cause of this 
delay may be one of the following: 

(a) Speech is an acquired skill: the normal child 
hears the words and sees the lip and tongue movements 
of the people around him. Visual or auditory impairment 
in a cerebral-palsy child causes him to miss these 
motivating cues necessary for the development of speech. 

(6) Even if hearing is normal, the effort of moving 
spastic or athetotic articulatory muscles may be too 
much for the child, and he gives up the task. 

(c) The child may have no need to develop speech, 
since all his wants are anticipated by over-protecting 


S.A. TYDSKRIF VIR GENEESKUNDE 


1075 


parents; the desire to communicate his wants is therefore 
stifled. 

(d) Silence is a way of expressing fear and anxiety 
if the child feels unwanted, insecure or unloved. 

(e) The child may not have been sufficiently stimulated. 
Kastein * states that ‘the child with cerebral palsy is often 
denied even normal stimulation. Due to his motor 
impairment he cannot get about to explore the world 
around him. Quite often, he is not spoken to, read to, or 
sung to, as are his non-handicapped playmates. In fact 
it is by no means infrequent to hear a mother say: 
“Why, no, I don’t talk to him much, he does not seem 
to understand, so what’s the use?” As a result the child 
with cerebral palsy, who in reality needs more stimulation 
and more experience, actually receives much less than a 
non-handicapped child, and sometimes none at all’. 

(f) The child may have an all-round slow physical 
and mental development. This does not necessarily 
indicate a low I.Q., but merely a slower rate of growth, 
with an accompanying slow rate of speech development. 

(g) The child may be mentally retarded. 

2. Cerebral-Palsy Speech. \f the child develops speech, 
it may be characterized by jerky, indistinct sounds due to 
the organs of speech moving in an uncontrolled way. 
Sometimes the muscles of the tongue, lips, jaw or uvula 
are sO spastic that movement is severely limited. Very 
often the speech is slow and monotonous, with a throaty 
or high-pitched voice, unpleasant to hear. The sounds 
may be so distorted as to be unintelligible to the listener. 

3. Organic or Structural Defects. Speech defects may 
occur in palsied children caused by anomalies of the 
articulatory organs, other than those caused by the lesion 
of the C.N.S. Malformations such as mal-occlusion of 
the teeth, cleft palate, harelip and nasal obstructions are 
included under this category. 

4. Hard-of-Hearing Speech. This type of speech defect 
is frequently found among the athetoid group. “The 
hearing loss is due to a defect in the perceptive 
apparatus’. Very often it involves high-frequency 
sounds such as s, sh, ch, th. The child cannot hear or 
distinguish these sounds correctly and therefore produces 
them incorrectly or not at all. 

5. Stuttering. Stuttering may occur among cerebral- 
palsy children, perhaps as a result of confused cerebral 
dominance. 

6. Voice Disorders. \ncluded here are differences in 
rate, volume, pitch and rhythm. 

7. Breathing Disorders. Most children with cerebral 
palsy have breathing disorders affecting speech. Due to 
spasmodic or uncontrolled breathing musculature, the 
breath is said to be ‘out of phase’. The child may be 
unable to direct the flow of air through the mouth during 
speech, or movement may be so inhibited as to cause 
shallow breathing insufficient for normal speech. 

8. Aphasia. This defect is an impairment of linguistic 
function due to damage of the speech centre and asso- 
ciated tracts. Eisenson ® states: “Those patients whose 
outstanding difficulties are in the comprehension of 
language, spoken or written, may be classified as belong- 
ing to the receptive type. Where the predominant 
difficulties consist of an impairment of ability in speaking, 
word finding, oral reading, spelling, or writing, the 
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patient may be classified as an expressive aphasic’. 
Very often it appears as if the child’s lack of response to 
speech is due to deafness, but in an aphasic hearing is 
usually unaffected. If the child develops a certain amount 
of speech, sentence structure is distorted, ‘small’ words 
are often left out, while writing is characterized by 
‘mirror’ formation of letters and words. 

The speech defects found at the School are enumerated 
in the right-hand column of the table on page 1077 (one 
child may have more than one defect.) 

Speech Examination. Before speech therapy is begun, 
a thorough speech examination must be made to deter- 
mine the possible cause or causes of the delay or defect 
in the speech. The treatment will depend on these 
factors. The examination will include: 

1. A physical examination of the speech organs to 
discover any structural malformation. 

2. A test of the ability of the child to move tongue, 
lips, uvula, jaws, etc. for adequate speech performance. 

3. A test of all the speech sounds in initial, medial and 
final positions, using pictures or objects. This is known 
as a ‘phonetic inventory’, and from it omissions, 
distortions and substitutions of sounds during speech 
can be detected. 

4. A crude hearing test is given and if possible an 
audiometer test. 

5. Force and direction of the breath, as well as whether 
it is in co-ordination with the act of speech, are noted. 

6. Sucking, chewing and swallowing acts are gauged. 

7. Voice factors such as pitch and quality are noted. 

8. A recording of the child’s speech is taken, to deter- 
mine understandability and, after intervals, to determine 
progress if any. Recordings are valuable for therapy, 
as they provide excellent auditory stimulation. Very 
often the child has no idea what his speech sounds like, 
and the recordings allow him to hear himself and his 
defects. 


THERAPY AND TECHNIQUES 


The child who from the age of 24 years onwards has little 
or no speech is treated for delayed speech. At all times 
the child is encouraged to make sounds, to babble, to 
indulge in all manner of vocal play. He must be taught 
to watch the lips, hear the sounds and feel the placement 
and voice vibrations. 

Speech must be a pleasurable activity as well as a 
necessary one. For stimulation, toys, pictures, rhymes, 
songs, games and dramatizations are used, depending 
on the age and amount of speech the child already has. 

At the School there are regular singing periods apart 
from the speech lessons, in which the nursery group and 
the older groups are separately taken. The children sing 
and dramatize English and Afrikaans songs, and from 
their obvious enjoyment of the whole procedure it is 
clear that they are being stimulated and motivated to 
vocalize. In this group, too, there is a certain amount of 
healthy competition, and each one tries to sing well so 
that he or she will be chosen to be the ‘Matrosie’, or 
‘Little Miss Muffet’. 

The mother must be instructed to babble with the 
child, to talk, sing and read to him. While she is doing 
his physical exercises with him, she can rhythmically 
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Defects in the 
limited speech at this stage are ignored. Any attempt to 
vocalize or say a new word is praised. 

At the same time it is important to strengthen the 


count or sing in time with the actions. 


speech musculature. The organs of speech have a 
primary function other than for speech. The act of 
chewing and swallowing employs the same muscles as 
those used for speech. Therefore practice in basic 
functions, such as chewing, sucking and swallowing form 
an important part of therapy. The mother is instructed 
to encourage the child to eat ‘hard foods’ and to swallow 
all liquids through a straw. This procedure is adopted 
at school too. In this manner the muscles of speech are 
strengthened and drooling, so often found in cerebral- 
palsy children, is diminished. The ‘chewing-method’ is 
successful in achieving ‘improvement of the functions of 
the mouth and speech organs, as well as of the voice’.* 

In delayed speech, all types of cerebral palsy are 
similarly treated. In an atmosphere of quiet, relaxation 
is practised, using a rag doll to illustrate floppy legs and 
arms, or demonstrating the difference between the feel 
of tense muscles and soft muscles. Later, when the 
development of speech is progressing, differentiation is 
made between the types of cerebral palsy, so that appro- 
priate methods of exercising can be given. Strictly 
speaking, though, there is not much difference in the 
methods adopted for spastics and athetoids. 

It has been said that ‘there are 3 ways to treat the 
speech of the spastic paralytic: first, relaxation; second, 
relaxation; and third, RELAXATION’.’ The same may be 
said to apply to the treatment of athetoids. If the affected 
muscles can be relaxed, the spastic can be taught to 
move them in the desired direction, and the athetoid can 
learn to control them. 

Whilst in a relaxed position the child is then given 
breathing exercises, first on his back, and later in a sitting 
position. The child learns the ‘feel’ of correct breathing 
by gently pushing the rib cage in and out. To promote 
greater breath force there are many games which the 
child can play, such as blowing out a candle, blowing 
bubbles, or blowing up a balloon. Later he can combine 
breathing and articulation by vocalizing a sound, e.g. 
‘ah’, and at the same time seeing how far a toy aeroplane 
will fly—the flight lasting as long as the vocalization. 

The child is also taught to direct the air through the 
mouth. Here again, blowing games are used, as well as 
exercises for improving the movements of the soft palate. 
The tongue is subject to a greater amount of involvement 
causing speech defects than any other of the articulatory 
organs. Tongue exercises, therefore, are given in the 
majority of cases. In order to encourage the child to move 
the tongue up, out, to the sides, or round the mouth, he is 
instructed to lick a lollipop by placing it in a certain 
position on the mouth, or outside the mouth. As a 
variation, a rubber mask with a movable tongue is used, 
and the child has to imitate its actions. This rubber 
‘funny man’ is used, too, for lip exercises to stretch the 
lips into a smile, to pucker them or open them into an 
‘ah’ position. With the use of games, jaw and uvula 
exercises are similarly given. 

If the child uses certain sounds incorrectly owing to 
functional or organic causes, the sounds are practised, 
not in isolation, but in words. For this purpose scrap- 
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books containing large pictures illustrating the particular 
words are used for each child. For example, if a child 
substitutes ‘f’ for ‘th’ in his speech, large illustrations of 
a thumb and a thimble are pasted into the scrap-book. 
Parents have to help find the pictures and the child can 
participate by cutting them out and pasting them in 
(if his physical handicap permits). Another set of cards 
roughly drawn by the therapist and duplicating the 
pictures provide many and varied games to stimulate 
further practice on the sound. The ‘feel’ of the sound on 
the child’s hand often provides the cue for correct 
imitation and motivation, e.g. letting the child feel the 
breath force as the therapist repeats an explosive con- 
sonant. All physical exercises to gain muscle strength 
and control, and speech sound exercises are done in front 
of the mirror so that the child can make use of all sensory 
stimuli, visual, auditory and tactile. 

The treatment of aphasics is an interesting challenge 
to any speech therapist. It is a matter of stimulating the 
child through auditory, visual, and kinaesthetic means 
until a meaningful response is elicited. One of the 
children at the School, a mixed type of expressive- 
receptive aphasia, responded dramatically to treatment: 
it began by the child holding a felt ball, noting its size, 
shape, and texture, and hearing several repetitions of 
the word ‘bal’. At the same time she watched the forma- 
tion of the word in the mirror. After several weeks of 
constant repetition, she responded by saying ‘ba/’ when 
she saw the ball. From then on, sentences were construct- 
ed around this word, always dramatizing the action, 
e.g. ‘skop die bal’. New words were then introduced until 
an extensive vocabulary was built up. The results were 
far better for the expressive impairment than for the 
receptive. 

In treating the hard-of-hearing child, lip-ieading is 
taught and, together with the visual cues, kinaesthetic 
and a great deal of auditory stimulation is given. Ear- 
phones attached to the recording machine are an 
important aid to stimulate hearing. The school as yet 
does not possess a ‘train-ear’. In the one case where a 
hearing aid has been purchased for a hard-of-hearing 
child, the results were disappointing; the parents could 
not afford a reliable set, and the child, owing to low 
intelligence, could not adjust herself to this apparatus. 
“It is urgent that all deaf cerebral-palsy children of good 
ability who have residual capacity to benefit from the 
use of a hearing aid should be given auditory training 
from the beginning of their education.’ * 


RESULTS 


What is the aim of the speech therapist in dealing with 
these children? Evans’ says, ‘Perfect speech is usually 
an impossibility .... After all possible repair or help 
to the mechanism has been secured, aim for practicality 


rather than normalcy. If the speech sounds acceptable 
even if not high-grade, it should be accepted by the 
clinician and the effort praised.” In judging the results 
of nearly 2 years’ therapy, therefore, the question has 
not been whether the child can now speak normally 
but, rather, whether in the very slow process of 
developing or improving his speech, certain goals have 
been reached and maintained. For instance, can A now 
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lift his tongue into a position to say ‘t’? Can B now blow 
out a candle directing the flow of air through the mouth? 
Has C stopped drooling? Is D correctly substituting ‘th’ 
in words instead of ‘f*? 

It is extremely difficult to assess the results objectively. 
The following is a subjective attempt to assess the 
children’s progress at speech: 

Number 
improved 


Total in 
Speech Defect 

Delayed Speech 

Cerebral-Palsy Speech 

Organic or Structural Defects 

Hard-of-Hearing Speech 

Stuttering 

Voice Disorders 

Breathing Disorders 

Aphasics 


DIFFICULTIES 


The difficulties encountered in the speech therapy of 
children with cerebral palsy have posed many problems, 
most important of which are relaxation and breathing. 
The therapist may spend months trying to relax a 
spastic or athetoid in supine or prone position only to 
find that there is no carry-over in a sitting or standing 
position, and certainly no carry-over during the act of 
speech. Similarly, the child may learn a form of correct 
silent breathing, yet during speaking it may be quite 
‘out of phase’, or entirely inadequate for speech. In 
other words the carry-over is often absent here too. 

The therapist must query whether a spastic muscle can 
be completely relaxed, or whether an athetoid muscle 
can be controlled. Particularly during speech, when 
articulatory and breathing muscles are in action, how 
near to normal can the parts be conditioned, so that 
adequate speech can be achieved? 

A hand-manipulated iron lung, used in the United 
States for teaching correct breathing, should be tried here, 
as well as all the stimulating ‘gadgets’ for motivating 
speech. Apparatus has been constructed which lights up 
or rings bells when the child says a particular word 
correctly. 

Another important problem at the school is that of 
achieving an accurate assessment of the child’s hearing 
ability. Crude hearing tests are not very reliable and 
the results are subjective. Tests using the pure-tone 
audiometer are difficult to use in a young child, since he 
does not know what is required of him and he tires easily. 
It is even more difficult to assess the accuracy of such a 
test when given to children of sub-normal intelligence. 
Varying degrees of hearing-loss seem to be relatively 
common among palsied children, and this aspect has 
been sadly neglected in examination and therapy and 
for record purposes. 

A difficulty peculiar to South African therapists is 
that of language. Naturally, each child is given therapy 
in his home language but sometimes there is a confusion 
of both languages in the home and the child has this 
added difficulty to cope with. Also, although there is a 
wealth of speech sound material at hand in English, the 
therapist must compile all Afrikaans material from 
magazines, books, verse, etc. An Afrikaans phonetic 
speech book would be of great help to speech therapists. 

The present classification of speech defects has not 
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proved very satisfactory. Delayed speech and cerebral- 
palsy speech include too wide a variety of defects. 
Leather’s recently published classification *® should be of 
greater value for diagnostic and therapeutic purposes 
and to gain a more objective assessment of results. 

With cerebral palsy there is no ‘full understanding of 
the implications of the injury to the total organism’. 
To increase the understanding, the greatest co-operation 
is necessary between the speech therapist and the 
physiotherapist. Indeed, full co-operation is necessary 
among all staff members of a school to co-ordinate 
physical and educational methods. 


SUMMARY 


Cerebral palsy is prolonged and difficult, and in its 
treatment it is necessary for workers in various fields to 
pool their observations and experience. 

Speech therapy is one of the primary needs, communi- 
cation between individuals for social and economic 


needs being so essential. 

Experience of 41 children at the Pretoria School for 
Cerebral Palsy is described. 

Types of cerebral palsy and speech defects found in 
these children are detailed. 


The diagnosis of a typical attack of appendicitis which 
develops along characteristic lines is usually straight- 
forward. Moderately atypical findings in history and 
examination obscure the issue. Nevertheless there is 
usually some particular feature which acts as a signpost, 
and increasing experience leads to facility in the recog- 
nition of the lie of the land. There is, however, a small 
but definite group of patients whose appendicitis pre- 
sents in an almost wholly atypical or bizarre fashion. 
In so far as present-day mortality from appendicitis 
springs from delay in diagnosis, it arises in this very 
sort of case. So often, during seemingly unavoidable 
further investigation and _procrastination—although 
within reasonable bounds—the chief heralds of mor- 
tality appear, namely the ‘appendix-mass’, or agglomera- 
tion of omentum and bowel around an appendix about 
to perforate, the appendix abscess, or generalized 
peritonitis. 

Two illustrative cases may be considered. They 
occurred in a group of 11 patients who were proved to 
be suffering from acute appendicitis and, in their turn, 
occurred in a group of about a hundred cases of acute 
appendicitis attended in the normal circumstances of 
private practice. These 11 patients all presented certain 
features which made the diagnosis of appendicitis very 
difficult, leaving it, as it were, as the lowest common 
denominator which fitted the most factors. In none 
was there worse pain or tenderness in the right iliac 
fossa than elsewhere, and in none was there a definite 
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Methods and techniques in speech therapy are 
reviewed. 


Results and difficulties are discussed. 


My thanks are due to Dr. B. Epstein, chairman of the Board of 
Management of the Pretoria School for Cerebral Palsy, for his 
encouragement and assistance, and for allowing me access to files 
and records. 
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history of such a localizing feature. In all the tempera- 
ture was 99° F or less, and the pulse rate was below 
84 per minute—with one exception. Nausea was present 
in all, except in one, in whom there was a story of 
vomiting once only after a meal on the previous day. 
Vomiting with diarrhoea was present in 3. Signs of 
urinary-tract infection were present in 3, being marked 
in one. White-cell counts were within normal limits 
in one very acute case and one gangrenous case—i.e. 
under 12,000 per c.mm. (they were not done in all cases). 
The ‘admission diagnosis’ was wrong in 3 cases, being 
respectively pyelitis, mesenteric adenitis and twisted 
ovarian cyst; in one other (see below) a diagnosis of 
marked constipation after a bout of seasickness pre- 
ceded a perforation of the appendix by a short interval. 


1. Master C. S. was about to depart for the first time, and un- 
willingly, to boarding school because of his parents’ imminent 
transfer to a small town. On 8 September 1950 he complained of 
anorexia and headache. Next day he complained of nausea and 
some colicky abdominal pain of vague but central distribution. 
He had frequency of micturition, and mild dysuria. His doctor 
prescribed a diuretic and a sulphonamide and he improved. 
On 10 September at an afternoon visit the patient was found to 
be nauseous again with a mild recurrence of vague central dis- 
comfort. The temperature was 99° F and the pulse 72. There was 
no real tenderness in any area and the rectal examination was 
negative. The urine was within normal limits macroscopically 
and microscopically. The white-cell count was 8,000 per c.mm. There 
was hyperaesthesia along Head’s |!th dorsal nerve distribution, 
but this was regarded with due caution. The diagnosis, in the 
event, was ‘appendicitis’ and it was felt that boarding-school 
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The standards set for London Hospital Catgut are above those of the B.P. Codex 
and the U.S.A. Pharmacopoeia. 


This fact, plus an elasticity of approximately 40%, affords the Surgeon 


safety when using the fine sizes required by modern technique. We recommend 


B.P.C. sizes 2/0, 0 and 1 for general surgery and 3/0 and 4/0 for fine work. 


LONDON HOSPITAL CATGUT 


is made by The London Hospital (ligature Dept.) Ltd, London, E.1., England. 
Sole Agents for South Africa and Rhodesia: PETERSEN LTD. 


P.O. Box 38, Cape Town P.O. Box 5785, Johannesburg P.O. Box 2238, Salisbury 
113 Umbilo Road, Durban 
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new uniform oral dosage 


in muscle spasm of in acute in certain 
rheumatic disorders alcoholism neurologic disorders 


The new, uniform oral dose for adults is 1-3 grams. This 
may be repeated 3-5 times per day. 


The first dose prescribed should be at the lower end of 
the recommended dosage range (an occasional patient may 
complain of side effects when large doses are given at the 
start of Tolserol therapy). Subsequent doses may be adjusted 
to the needs of the individual patient. Whenever possible, 
Tolserol should be given after meals. When Tolserol is 
given between meals, it is desirable that the patient first 
drink 14 glass of milk or fruit juice. 


‘lolserol 


Squibb Mephenesin 


Tablets 0.5 Gm., Bottles of 100. 


Further information and literature is available from 


PROTEA PHARMACEUTICALS LTD. 


7 Newton Street, Wemmer, Johannesburg. P.O. Box 7793. Telephone 33-2211. 
also at Cape Town, Port Elizabeth, East London and Durban. 


SQUIBB “TOLSEROL” IS A TRADE MARK 
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How many Gypsona bandages 


were used for 


this cast? 


Less than you think — the exceptionally high plaster content of 
Gypsona has earned it the reputation of being the most economical 
plaster bandage. The scaphoid cast shown in our illustration was 
made with only one 6 in. x 3 yd. and two 4 in. x 3 yd. Gypsona 
bandages. 

A slab was made with the 6 in. bandage and laid down the dorsum 
of the hand and forearm, and the cast was completed by applying 
the two 4 in. bandages round the forearm, wrist and hand — up to the 
distal joint of the thumb. 

Every Gypsona bandage is uniform and it is possible to determine 


beforehand how many are required to make a particular cast. 


Gypsona 


TRADE MARK 


PLASTER OF PARIS BANDAGES 


Made in England by 
- SMITH & NEPHEW LTD., HULL. 


Enquiries: SMITH & NEPHEW (PTY.) LTD., P.O. Box 2347, Durban 
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‘Edrisal’ 


THE DUAL-ACTION ANALGESIC 


is an unsportsmanlike preparation that combats pain in 
a thoroughly unscrupulous manner. While seeming to play 
fair by presenting a front of reputable analgesics, 
aspirin and phenacetin, ‘Edrisal’ kicks the feet from under 
pain with the antidepressant ‘Benzedrine’. 
‘Edrisal’ is of particular value in ‘rheumatic’ pains, which 
frequently have their origin in emotional disturbances. 
The dose is 2 tablets every 3 hours (more than 6 to 8 
will not normally be required in 24 hours). 


ee > Each *‘ Edrisal’ Tablet contains : 
Amphetamine (‘ Benzedrine’) sulphate - 2-5 mg. 
Acetyl salicylic acid - 160 mg. 
Phenacetin - 160 mg. 


Available on prescription in bottles of 25 tablets 


M. &@ J. PHARMACEUTICALS (PTY.) LTD., DIESEL STREET, PORT ELIZABETH 
Associated with MENLEY & JAMES, LIMITED, London 


wsri4qsa for Smith Kline & French International Co., owner of the trade marks ‘ Benzedrine’ and * Edrisal’ 
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prospects were an aggravating factor. However, in all the cir- 
cumstances, admission and operation were proceeded with. _ 

At operation a long appendix, completely gangrenous in its 
distal third, was found lying behind the mesentery of the ileum 
in part, and transversely below the brim of the pelvis minor. A 
general peritonitis had not yet commenced, but could scarcely 
have been long delayed. 

2. R.R., aged 16, had returned to Cape Town after a stormy 
voyage round the coast. He had been very seasick for the last 
2 days of the trip and, although he was ‘an excellent sailor’ and 
should have gained his sea legs, he had not recovered his appetite 
in the 2 days since his return, and had actually been nauseous on a 
few occasions. He had an undescended testis for which his parents 
had previously demanded ‘expectant’ treatment, but they thought 
that the vomiting might have ‘injured’ this and they took him to 
see their doctor. The doctor realized that there might be some 
other cause for the symptoms, and, thinking no doubt to kill 
2 birds with one stone, sent them to see me. On examination 
there was no localizing sign of any intra-abdominal pathology, 
except that rectal examination showed many scybalous masses. 
The temperature was 98 -4° F and the pulse 80 per minute. 

The patient was given a sermon on constipation, a diet sheet and 
a prescription for Agarol; his parents were rebuked for delaying 
the inevitable orchidopexy so many years beyond the optimum 
time, and they all departed. An hour later the family doctor and 
I met at the patient’s home and found him to have an early peri- 
tonitis. He had suffered a severe pain on the way home, and had 
vomited a dose of sal volatile which was given him. There was 
now marked increase of tenderness in the right ilac fossa as against 
the rest of the abdomen. 

At operation a thick, free-lying, perforated gangrenous appendix 
was removed. The patient fortunately recovered very well. thanks 
to modern antibiotics. 

Certain clinico-pathological considerations are worth 
recalling as being helpful in difficult cases. 

Pain. In 1886 Fitz! of Harvard emphasized that pain 
was the chief and almost invariable symptom of appen- 
dicitis. But in its least form—and pain is 4 subjective 
matter—it may be that a person, hitherto unconscious 
of the functioning of his digestive tract, becomes aware 
of it for some hours or days. The pain will usually 
fluctuate slowly and slightly at first. There is no reliable 
correlation between the intensity of the pain and that of 
the pathological process. The appendix itself is not 
sensitive and will cause no pain, except of a centralized 
cramping type, while its muscular system is still intact. 
Local pain and tenderness is an expression of local 
peritoneal involvement in the inflammation of the 
appendix by contiguity. 

Cessation of Pain. There is a reasonable tendency to 
regard lessening of pain as a resolution of its cause. 
However, it should always also be considered in the 
alternative phase, namely, incipient gangrene. 

Nausea is next to pain in its uniformity of occurrence 
in appendicitis. In fact in this group it was the only 
constant finding. In the New Orleans series of over 
6,000 cases of acute appendicitis in a mixed White and 
Coloured community somewhat similar to our own, 
it was found absent in 6° of proven cases.” 

Anorexia must never be overlooked. Appetite in the 
adult may be to some degree a conditioned reflex, 
but in the child, as Zachary Cope ® says, ‘it is well to 
ask them to name the last meal they really enjoyed’. 

Vomiting may be absent in 72% of patients with 
proven acute appendicitis,‘ and if anorexia and nausea 
have contributed to keeping the stomach empty, this 
is understandable. It is more likely to occur if the 
onset of symptoms was related to the taking of a meal, 


or a laxative. 
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Constipation is so equivocal as to be uninformative. 

Diarrhoea may cause intense confusion and vital 
delay in assessing the early diagnostic picture. Altemeier ® 
stated that in a series of 252 perforated appendices, 
diarrhoea, when present, delayed the diagnosis up to 
7 hours, and that 75° of those that showed diarrhoea 
as one of the presenting signs were children. That this 
can be very serious is shown in the New Orleans series. 
Diarrhoea confused the picture in only 3°% of the cases, 
but within this small group the mortality was very 
appreciably higher. 

Fever. Appendicitis may cause all grades of fever. 
In the New Orleans series one-third of the patients 
showed a temperature of under 99° F. However, much 
higher temperatures are occasionally seen; 106° F 
may be reached early on. 

Pulse. A pulse rate of 90 or more a minute is sc 
frequently met with, that one is apt to forget that in 
nearly one-half of proven cases of acute appendicitis 
the diagnosis can be made although the rate is under 
this figure. This happens too frequently to be regarded 
as exceptional, even in children, and in the over-50 age 
group it is almost the rule. 

Guarding and, later, Rigidity are a function of the in- 
volvement of the parietal peritoneum in the inflammatory 
condition. It does not mean involvement as abscess, 
or peritonitis with effusion, although naturally these are 
to be expected at that stage, but indicates the earliest 
stages of this involvement. 

In the older age-groups, local abscess, and even 
general spread involving parietal peritoneum, may 
occur without causing either guarding or rigidity, as 
was shown by Tamaman and Lohmann * in a series of 
acute appendicitis in the ‘aged’. In fact the general 
reaction of older persons to inflammation is on a slower 
and lower scale, and the incidence of complications 
and, therefore, of mortality is much higher. 

Urogenital Symptoms. Mild dysuria, frequency and 
burning are often encountered, and microscopic pyuria 
and even haematuria occur, possibly due to the con- 
tiguity of the appendix with the ureter or bladder. Micro- 
scopic pyuria is of course confusing, but it is so frequent 
that it is worth while to remember that it is an inadequate 
reason for rejection of a diagnosis of appendicitis. 
Even gross pyuria and haematuria have been recorded 
in proven accute appendicitis, but are obviously ex- 
ceedingly rare. 

Leucocytosis. Normal white counts or insigni- 
ficantly raised counts — up to 12,000 cells per c.mm. — 
are so frequent in appendicitis that they often 
serve merely to confuse the issue. Even leuco- 
penia is reported too often to be a curiosity, but 
its implications are more serious and require a 
fresh approach to the problem. Dr. Alton Ochsner 
taught ‘that blood counts should be done routinely in 
studies of acute appendicitis, but that the result of the 
white cell count should not be asked until after the 
operation’, if any. One does well to remember that 

Dr. Ochsner had a mortality rate in acute appendicitis 
which was lower in 1906 than that of any comparable 
series until the 1941-50 decade—chiefly because of his 
excellent judgment when not to operate and to apply 


= 
| 


1080 


the absolute starvation and absolute rest which are 
associated with his name. 

In the diagnosis of these very doubtful cases, even 
though a thorough examination with accessory aids 
has been undertaken ‘to eliminate everything from 
mania to flat feet’ (C. Jennings Marshall’), an obvious 
place for reasonable procrastination occurs. The best 
place for this is in a hospital or nursing home where 
frequent and proper observation is possible. It is bad 
enough when an appendicitis becomes a_ peritonitis 
under supervision, but only Providence prevents a 
disaster if this occurs at home, where the patient and the 
family are lulled into security and tolerance of variation 
of the degree of pain because the consulting doctors 
have seen fit to procrastinate. 

Awareness of these occasional variations from the 
normal is vitally necessary if the present decline in 
appendix mortality is to be maintained. The following 
table showing the crude figures of mortality per 100,000 
population gives a fair idea of the decline. In the figures 
for Cape Town the Bantu population have been excluded, 
because appendicitis is so rare in the Bantu that their 
inclusion would falsify the results by making them 
unduly favourable: 


1934-38 1939-45 1946-48 1949-52 
England and Wales* 7 4 2 ° 
Cleveland, Ohio .. 7 3 
less than 
Cape Town '* vid 7 6 3 1 


* Not available. 


The following 2 cases show unusual and interesting 
features. 


CASE | 


E.C., a Bantu female aged 21, who said she was 6 months 
pregnant, though the date of the last menstrual period was not 
known, was admitted to the wards on 26 January 1954. She 
complained that the previous night there was moderate vaginal 
bleeding, fresh at first and later becoming darker, associated with 
cramp-like pains in the hypogastrium, not very severe in character. 
Both the pains and the bleeding had ceased just before admission. 
In October 1952 a classical Caesarean section had been performed 
for obstructed labour, which had been followed by a stormy and 
pyrexial convalescence. 

On admission the pulse was 136 per minute, blood pressure 
100 /70 mm. Hg, temperature 99 -4° F. On abdominal examination 
the foetal parts were palpable. No foetal heart-sounds were 
heard. The fundus uteri was difficult to define but appeared to 
be about 2-3 fingers’ breadth above the umbilicus. Except for 
anaemia there were no other clinical signs of significance. 

The haemoglobin was estimated as 42°, and a blood trans- 
fusion was administered. During the next 72 hours penicillin, 
4 million units, and streptomycin, 4 g.. was given twice daily. 
The temperature remained between 99° and 101° F. and the 
pulse between 90 and 120 per minute. The patient did not look 
particularly distressed. There was slight blood-staining per vaginam. 
The uterus was still difficult to define but was soft and the foetal 
parts were easily felt. 
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Deaths from appendicitis occur because of complica- 
tions which have arisen from improper delay in opera- 
tion. Some patients report their trouble too late in 
the first place—especially the older ones. Others are 
not watched with a proper sense of urgency and fear 
that at the bottom of a mild gastro-intestinal symptom- 
complex there lurks an acute appendix; and in a section 
of these the resulting appendix abscess or generalized 
peritonitis is operated on with faulty judgment of the 
crucial and most suitable moment—if it occurs. 
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X-ray examination (see Fig. 1) showed an extra-uterine preg- 
nancy; the fundus uteri was seen separate from the foetal shadow, 
which was lying transversely in a subcostal position. This was 
confirmed on laparotomy, when the foetus and placenta were 
removed from the peritoneal cavity together with old blood clot, 
after the membranes, which were intact, had been ruptured. The 
uterus had contracted down, and there was no bleeding from the 
rupture, which had taken place through the scar of the old classical 
Caesarean section. The edges of the old scar were freshened and 
resutured. Sterilization was not carried out. The foetus was 
10} inches long and weighed 2 Ib. 10 oz.; it was estimated at 
about 26-28 weeks gestation. 
The patient made an uneventful convalescence. 


The interesting features in this case are the early 
stage of pregnancy at which rupture took place, with 
no history of injury, that there were no gross signs or 
symptoms of shock, and that even pain or bleeding 
was not very marked. The uterus had been ruptured 
for several days before laparotomy. De Lee and Green- 
hill’ have stated that the absence of severe pain and 
haemorrhage is rare. Browne? quotes Delfs and East- 
man as stating that shock was not present in 50% of 
cases of rupture of old Caesarean-section scar—the 
so-called ‘silent type’. In this case the absence of shock 
was probably due to the fact that the membranes were 
intact. 
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In reference to the early rupture, it is to be noted 
that the convalescence after the previous Caesarean 
section had been stormy and pyrexial and that the 
classical incision had been made. 

_ However, the writer has only found 2 cases in the 
literature in which rupture of the uterus took place 
earlier than this case. One was recorded by Watt,* 
who stated that rupture took place at ihe Sth month; 
in this case the patient had had 4 previous classical 
Caesarean sections. The other was one of spontaneous 
rupture at 24 weeks, reported by Conney and quoted 
by Munro Kerr.® 


CASE 2 


V.M., a Bantu female aged 24, was admitted to the labour 
wards at 2 a.m. on 20 July 1953 with a history of having been 
in labour since 8 p.m. on 19 July. She had been normally de- 
livered of a 6-lb. infant in 1950, and in 1952 a 74-lb. infant had 
been born dead after instrumental delivery following manual 
rotation of the head because of deep transverse arrest. 

Contractions were strong and of long duration. Palpation was 
difficult because of a very pendulous abdomen. The membranes 
ruptured at 5.45 a.m., and 45 minutes later the second stage was 
reached. The vertex was in mid-cavity of the pelvis. By 6.54 a.m. 
the contractions were continuous and the foetal heart-sounds 
were muffk J. Within 15 minutes rupture of the uterus had taken 
place; foetal parts were easily palpable and the uterus was felt 
separately like a hard ball suprapubically. At this stage, the 
patient did not show any gross signs of shock, but an intravenous 
saline drip was set up, and preparations made for an immediate 
laparotomy. 

At laparotomy the foetus and placenta were found lying free 
in the peritoneal cavity (the stillborn baby weighed 8 Ib. 4 0z.). 
There was a longitudinal rupture in the posterior aspect of the 
lower uterine segment extending into the vagina, and bleeding 
from the torn edge. A total hysterectomy was performed to 
arrest the bleeding. Considerable difficulty was encountered 
owing to the depth of the tear posteriorly, but a portion of the 
lower segment anteriorly was used as a flap to join the vault of 
the vagina. 

Despite the use of antibiotics, intravenous therapy and blood 
transfusion, the patient had a very stormy convalescence. She 
developed pneumonia on the Sth day, and owing to persistent 
coughing disrupted the wound shortly afterwards, and this had 
to be re-sutured under local anaesthesia. 

The patient was discharged on 16 August and was seen later 
at the post-natal clinic, when the abdominal and vaginal wound 
was found to be healed. She has since returned to work. 


In this case an unusual feature is the posterior rupture 
of the uterus. The writer has not found in the literature 
any recorded case of a purely posterior rupture of the 


S.A. TYDSKRIF VIR GENEESKUNDE 1081 


abdomen and scarring of the cervix is predisposed to 
rupture of the uterus.) As a prophylaxis against rupture 
of the uterus in a case with a previous forceps delivery 
and scarring of the cervix in the presence of cephalo- 
pelvic disproportion of minor degree, an elective lower- 
segment Caesarean section would be the method of 
delivery of choice.® 

I wish to thank Dr. J. H. McLean, Superintendent of the Pro- 


vincial Hospital, for permission to publish these cases, and Dr. 
1. Lang for the X-ray photograph shown. 


Fig. |. The foetus is lying transversely below the rib margin. 
The uterus is visualized separately as shown by the arrows. 
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POLIOMYELITIS 


Infantile Paralysis (Polio): Its Recognition and Treatment. 
By W. zur Linden. (Pp. 20. Is. 6d.) London: New Knowledge 
Books. 1954. 


This booklet on Infantile Paralysis, which Dr. zur Linden has 
compiled as a guide for the layman, does not conform to the 
present-day views regarding this disease entity and its mode of 
spread. Many of his statements and views regarding poliomyelitis 
are at variance with the known facts, and his recommendations 


of the use of a little-known mineral ore called ‘Scorodite’, whose 
healing properties were first indicated by Rudolf Steiner, have 
not found favour with the medical profession. 

This booklet would, to the reviewer, savour more as an ad- 
vertisement for the pharmaceutical products manufactured by a 
company formed to market the various preparations and medica- 
ments needed by doctors working on the lines indicated by the 
late Rudolf Steiner. 


E.D.C. 
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This clinical entity with tearing of the internal epigastric 
artery occurs in 3 dissimilar types of individual, viz., 
the elderly woman who is thin and feeble, the athletic 
muscular man usually below middle age, and in pregnant 
women. The so-called ‘ruptured rectus muscle’ is said 
to be very rare in the last group, but several examples 
of it (or more probably tearing of the internal epigastric 
artery) are on record as having occured in late pregnancy. 

Haemorrhage is often considerable and diagnosis may 
be difficult. It is believed by some ' that the tearing of 
the internal epigastric artery is the causative lesion, and 
that rupture of the adjacent muscle fibres plays an 
insignificant part. 


CASE REPORT 


In view of the comparative rarity of the condition, 
the following case is worth recording. 


A European female aged 31 years, with 2 
years, gave the following history. 

Two full-term normal confinements and no miscarriages, but a 
ruptured ectopic pregnancy in 1950. Appendicectomy performed 
in January 1954. 

Last menstrual period at the end of December 1953. She stated 
that she had not been feeling well throughout her pregnancy. 
She had been seen regularly at monthly intervals. The blood 
pressure had been slightly raised, but no albumin was present in 
the urine. 

I was called to see her on 2 August 1954, when she had all the 
symptoms of an attack of influenza. She was coughing severely, 
and complained of some pain in the right hypochondrium. There 
was tenderness over the fundus of the uterus. She was now approxi- 
mately 35-36 weeks pregnant. 

I saw her on each of the next 2 days; on the afternoon of 
4 August she felt better, but was still experiencing some pain. 
However, at about 8.30 p.m. I was sent for, as she now had severe 
pain on the right side, extending from the right hypochondrium 
to the symphysis pubis, and it had become colicky in nature. 

On examination, there was no vaginal loss. The pulse was 110 
per minute, but there were no other signs of shock. The temperature 
was normal. On the right side there appeared to be some guarding 
of the abdomen, the left side being quite soft. The colicky nature 
of the pain in the absence of uterine contractions led me to suspect 
some dietary indiscretion, and I gave her an injection of 100 mg. 
of pethidine for her pain. 

I called again early next morning, when her condition was much 
the same. However, she now informed me she had felt no foetal 
movements since the previous night. I found the temperature 


children aged 11 and 8 


We have foregathered to confer on Mental Health work which 
in all our minds has a precise meaning. It means the encourage- 
ment of activity and the dissemination of knowledge that will 


* The opening address at the meeting of the South African 
National Council for Mental Health, Bloemfontein, 8 October 
1954. 
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normal, the pulse 120 beats per minute and the blood pressure 
140/100 mm. Hg. There was a trace of albumin in the urine. 
But there was now marked tenderness and rigidity down the right 
side of the abdomen, over the uterus. Foetal parts were palpable 
on the left side, but the foetal heart could not be heard. 

In view of the fact that the patient was 35-36 weeks pregnant, 
the signs and symptoms seemed to indicate a concealed accidental 
haemorrhage, probably with a large retroplacental clot. She was 
therefore admitted to hospital for a Caesarean section. 

Operation was performed under general anaesthetic at about 
noon on 5 August. On opening the rectus sheath, blood clot was 
found filling the whole space between the peritoneum and the deep 
surface of the right rectus muscle. This blood clot was removed. 

The internal epigastric artery was now seen pumping at the lower 
end of the rectus muscle, and some torn fibres of the muscle were 
seen at the junction of its upper and middle thirds. 

The bleeding vessel was ligatured, a Penrose drain inserted and 
the abdominal wall closed. 

The day after the operation the patient came into labour spon- 
taneously (the nursing staff reported having heard the foetal heart) 
and was delivered of a distressed female child, which was eventually 
revived, only unfortunately to die the next day. 

The patient made an uninterrupted recovery and left hospital 
10 days after the operation. 


A ruptured rectus muscle—or perhaps a better term 
would be a torn internal epigastric artery—is in itself 
difficult of diagnosis, and in this case certain features 
made it yet more difficult, viz.: 

(1) that the patient had a raised blood pressure and 
a trace of albumin in the urine, and 

(2) the apparent death of the foetus in utero. 

These points certainly seemed to indicate a diagnosis 
of concealed accidental haemorrhage. 


SUMMARY 


1. A case is presented of a ruptured rectus muscle 
with tearing of the internal epigastric artery in a pregnant 
woman near term. The condition was disclosed at the 
operation done with a view to a Caesarian section for 
concealed accidental haemorrhage. 

2. Reference is made to the difficulty of diagnosing 
the condition in a pregnant woman. 
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promote optimum mental health in the community. Our col- 
leagues in Public Health have shown us the way. By tackling 
problems like Typhoid and Rickets in hospitals and associated 
laboratories they have found the causes of these diseases and 
devised ways and means of controlling them. 

One of the fields of activity of mental health work is obviously 
the attempt to minimize the incidence of mental illness, and the 


‘ 


18 Desember 1954 


mental hospital would logically appear to be the place to centre 
the mental health service from an administrative and research 
point of view. 

Unfortunately logic is inclined to take second place in topics 
heavily charged with emotion and the word ‘mental’ evokes an 
association of ideas in which the feeling of fear is strongly repre- 
sented. Confront the man in the street with the words ‘mental 
health’ and his automatic response will be to make some feeble 
joke using such terms as ‘looney bins’ or to change the distasteful 
subject as soon as possible. On the other hand, if you confront 
the average psychiatrist with the two facts (a) the isolation of 
psychiatry as a branch of medicine and (4) the relegation of psy- 
chiatry to the bottom of the list when funds are being provided 
for research or even ordinary hospital facilities for the mentally 
ill, he (the average psychiatrist) will probably shrug his shoulders 
and explain glibly that fear of mental illness and pity for its victims 
combine to give the authorities and the general public a sense of 
guilt which they translate into prejudice and give the subject its 
well-known stigma. 

In any case the mental hospital cannot be pushed into the 
background when one is trying to put the concept of mental 
hygiene across to the public. The fact must be faced that pre- 
judice against mental hospitals must be combated by improving 
the institutions already in existence rather than producing ‘half- 
way houses’ or ‘neuropathic pavilions’ or whatever the appeasers 
wish to term these mental hospitals in disguise. 

In a country such as South Africa, with vast distances and 
shortage of trained professional personnel, the mental hospital 
plays an important role. Remember, trained nurses are hard to 
come by and the medical man has to have at least 5 years’ post- 
graduate experience before his opinion can be regarded as approach- 
ing the expert level in psychiatry. 


WESKOPPIES HOSPITAL 


I would like to commence by outlining the service that Wes- 
koppies Hospital gives Pretoria and the North-Eastern Transvaal. 

As far as architecture and grounds are concerned we are well off. 
I did a tour of mental hospitals in the United Kingdom 2 years 
ago and did not see gardens and buildings better than the mental 
hospitals of Pretoria and Krugersdorp. 

Admission of Patients. We have a very fine Mental Disorders 
Act under which all forms of mental illness can be admitted. 
For milder conditions special provisions dispense with all legal 
formalities. Unfortunately shortage of accommodation curtails 
our use of these facilities. Nevertheless at Weskoppies during 
1952 and 1953 we admitted 1,754 patients and discharged 1,461. 
This is a substantial turn-over and the hospital only increased its 
permanent population by 300 to about 2,300 patients. This was 
done with a medical staff of seldom more than 6 (full staff 8) 
and at the end of 1953 we had 69 trained male nurses and 24 
females supplemented by untrained staff. I can assure you there 
was a demand for many more beds and the senior medical staff 
have to spend a tremendous amount of time on the telephone 
working out priority for patients in the best interests of the public. 
Many of the people we have to turn away, of course, get over their 
illness, but not without extreme disturbance of family life and 
suffering on the part of relatives, including small children, because 
of the havoc wrought on home life by the patient in the acute 
stage of his illness. 

Forensic Work. South Africa is the only country in the world 
that opens the doors of its mental hospitals to accused persons 
if there is doubt regarding the possibility of mental illness and its 
relation to criminal responsibility. There are over 100 such ad- 
missions a year and the procedure provides valuable experience 
for our medical staff, but it has the disadvantage of enyphasizing 
the custodial aspect of the mental hospital and so fostering public 
prejudice. Our medical staff have to visit prisoners in the local 
jail and the Central Prison for the purpose of psychiatric reports 
as well as give evidence in civil courts in curatorship and divorce 
cases involving chronic patients. 

Public Education. Apart from the formal training of nurses and 
medical students lectures are provided for psychology and social 
science students as well as societies such as this one and Child 
Welfare. 

Extra-mural Psychiatry. Our staff provide medical personnel 
for the clinics of the local general and military hospital, as well as 
= — for the district surgeons and the medical inspector of 
schools. 
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Care of the Chronic Insane. Finally we have the responsibility 
for chronic psychiatric invalids. These long-term patients present 
a depressing picture to the casual observer. The vast majority 
are in a state of apathy, i.e. they are devoid of initiative and have 
lost the capacity to show emotional response in the form of joy 
or sorrow, so that they are found to be withdrawn and unsociable. 


APPRAISAL OF PATIENTS 


The provision of personnel and accommodation to care for ihese 
people is an expensive and difficult proposition. I recently did a 
survey of our chronic European patients, interviewing each one 
and studying the records. There were 493 female and 452 male 
patients. Only 61 female and 71 male (total 132 out of 945) had 
been in hospital less than 15 months and I estimated that 900 
out of the 945 would have to remain in hospital for the rest of 
their lives. Thirty percent of the total had been in a mental hospital 
previously. Each patient was appraised from a point of view of 
intellectual activity (judged by insight) emotional response (mood) 
and initiative with the following results: 


Male Female Total 
Insight 

Inaccessible (no sensible reply to ques- 
tions) .. 68 135 203 
Accessible (but no idea where they are) 268 252 520 

Know where they are and that fellows 

are disordered but cannot explain 
their own presence .. 81 62 143 

Full insight (know they are in hospital 
because of mental illness) .. in” ae 44 79 
Total .. 452 493 945 

Mood 

Normal response to predicament and 
surroundings .. . 3 16 19 

Increased (excited, aggressive, depressed 
or elated) 136 148 284 

Diminished (all degrees ‘from indiffer- 
ence to extreme apathy) -» om 329 642 
Total ie 452 493 945 

Initiative (judged by occupation) 

A. Work without supervision a 113 197 
B. Work under supervision 172 103 275 

C. No work but no special nursing 
required 98 145 243 

Idle and requiring "special nursing 

care because of dirtiness, destruc- 
tiveness, impulsiveness, etc. -. 132 230 
Total ‘ - 452 493 945 


Points to note from these tables are that generally speaking the 
emotional side of the personality is more disturbed than the 
intellect and that half of the patients are capable of work. 

Patients suffering from tuberculosis are sometimes divided into 
3 categories: (1) Patients requiring 24-hours-a-day expert attention 
in special hospital buildings, (2) those who have to be in institu- 
tions but do not need the same amount of attention as (1), and 
(3) those who can work under supervision in the community. 

If we apply this principle as far as buildings and staffing are 
concerned, then in the table headed Initiative category A could 
be dealt with as (3) in the tuberculotics categories, B and C as (2), 
and D as (1). 


DIAGNOSTIC CATEGORIES 


Our 945 patients are divided into 4 diagnostic categories. 
1. Mental Defect (73 cases). 
2. Epilepsy (101 cases). 
3. Organic Disease of the Nervous System: 
Senile, 65 cases. 
Cerebral Syphilis, 57 cases. 
Alcoholism, 40 cases. 
4. Functional Mental Illness: 
Manic Depressive, 56 cases. 
Schizophrenia- Paranoia, 529 cases. 
(other categories were few in number and are discarded). 
These forms of mental disorder can be viewed scientifically 
from 2 different angles, viz. the Physiological or organic, and the 
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Psychological or functional. The former tries to find primary 
brain changes to explain mental abnormality and the latter tries 
to find the answer in alterations in the conscious state and be- 
haviour. This dichotomy in scientific approach to the subject 
matter makes collaboration in research difficult. 

Medical men generally enter the field of mental illness via the 
Organic approach. They find that this is reasonably adequate 
for the first 3 diagnostic categories, viz. menta' defect, epilepsy, 
and mental illness with organic disease of the central nervous 
system; but they find that it is cold consolation trying to get to 
grips with functional mental disorder where no organic brain 
changes can be demonstrated. A most satisfactory concept of 
mental illness is that it is ‘the resultant of a group of facts and 
factors’. Changes in structure and function of the brain probably 
play fundamental roles but the influence of environment is of 
tremendous importance both on the precipitation of the illness 
and its course. 

Let us quickly consider the 2 different viewpoints in our 4 
diagnostic categories. 

1. Even in mental defect the influence of environment is im- 
portant, although we know that the high-grade defective is usually 
the product of bad hereditary stock and the lower-grade imbecile 
or idiot is a freak that crops up in families otherwise normal. 
In an experiment in the U.S.A. it was found that defective children 
brought up by bright well-trained nurses developed much faster 
and further than a control group in similar surroundings but who 
were cared for by older defective girls. 

2. In Epilepsy the organic standpoint has come into its own 
with the application of electro-encephalographic studies. When 
non-epileptics are compared with epileptics, 12°, of the normals 
have abnormal findings wheras only 12°, of the epileptics have 
normal findings. All epileptics have abnormal EEG patterns 
during a fit. When non-epileptic close relatives of epileptics are 
compared with a normal series there is a statistically significant 
greater number of abnormal patterns in the relatives of the epi- 
leptics. So here the pure organic approach fits in very nicely. 
In this group of diseases the defect is apparently in electro-neuro- 
physiology. 

From the mental-hospital point of view the so-called epileptic 
temperament has still to be explained. Epileptic patients are 
notoriously difficult to handle, being selfish, fault-finding, irritable 
and unreasonable. This may be related to the basic defect already 
mentioned, but we must remember that the constant threat of fits 
interferes with their sense of security and therefore interferes with 
normal development of their personalities. We must also remember 
that a tendency to show gratitude and consideration is an acquired 
human characteristic and at the highest level of personality de- 
velopment. Deaf mutes who also cannot achieve full personality 
development because of inborn neurological defect, also show 
selfishness, suspiciousness and a tendency to take things for 
granted. 

I submit, therefore, that interaction of personality with en- 
vironment must be considered for a fuller understanding of the 
total clinical picture, even where there is demonstrable brain 
pathology. 

3. Under the heading of organic disease of the central nervous 
system we have a large number of diseases but the 2 most important 
are Cerebral Syphilis and Senile Psychosis. Public-health services 
are causing a diminution in the number of cares of cerebral syphilis 
but, paradoxically enough, these services are causing an increase 
in the number of senile cases. In our Bantu patients malnutrition, 
syphilis and alcoholism are the direct cause of a considerable 
proportion of admissions to mental hospitals. 


PSYCHOSES AND PSYCHONEUROSES 


4. The functional group of mental diseases is the most con- 
tentious diagnostic category. They are dealt with under 2 main 
headings—(a) the psychoses and (6) the psychoneuroses. 

(a) In the psychoses the personality is disturbed in its funda- 
mental relationship to reality, so that the patient is certifiable in 
the legal sense. These patients represent about 4 of all the people 
occupying all the beds in all the hospitals in the country put 
together. 

(b) The other group—the psychoneuroses—show in essence a 
maladapted response to environmental stress. Forty per cent of 
mankind show symptoms and signs of this type of mental reaction 
at one time or other in their lives, especially in relation to physical 
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illness, so that the psychoneuroses form a formidable aspect of 
the general practitioner’s work. It is in this sphere that psycholo- 
gical theory, usually based on a dynamic theory of behaviour, 
holds most sway. 

A study of the histories of victims of functional mental illness 
reveals a high incidence of broken homes and unstable parents 
giving rise to defective personality development which manifests 
itself in a sense of insecurity and immaturity. Rational treatment 
is extremely difficult when the diseases are established. The mental- 
hygiene movement is making headway in attempting to achieve 
maximum security and consistency in the development of children, 
but we need a lot more information regarding the disease pro- 
cesses and most of our treatment at present is without scientific 
basis. Psychiatrists are responsible to society for research aimed 
at giving a scientific basis to treatment and the mental hospital 
is where this research should be initiated. 

Various shock treatments are used in mental hospitals but no 
one can say how they work. Electro-convulsive therapy is more or 
less specific in the endogenous depressions (i.e. psychotic depres- 
sions) but otherwise it is much of a hit-or-miss business. It 
seems that in the psychoses it is the energy and interest with 
which the doctors and nurses deal with the new admissions that 
pay dividends rather than any specific form of treatment. In my 
opinion the key to the understanding of the psychoses is in a study 
of the natural history of the diseases. 

There are just as many manic depressive patients admitted as 
schizophrenia-paranoids; yet glance at the figures I quoted and 
you will see that there are only 56 of these manic depressive cases 
against 529 schizophrenia-paranoid patients resident at the time 
of study. This is because in the manic depressive group of illnesses 
the active phase of the disease is in terms of months and in the 
schizophrenia-paranoid group it is in terms of years; and in the 
latter it leaves a permanent stamp on the personality, making 
rehabilitation much more difficult. Real skill in psychiatry is 
manifested when the clinician can spot a spontaneous remission 
in a long-term patient and arrange a chance for him to adapt 
himself to an environment appropriate to his new personality 
level. This involves painstaking explanation and encouragement 
sessions with the relatives and even employment associates of the 
patient. 

To return to the psychoneuroses: a survey of various treatment 
centres for psychoneurotic patients and patients suffering from 
physical illness with an obvious psychological overlay, in Europe and 
the U.S.A, reveals a recovery claim of about 60%, throughout; this 
in spite of the fact that all forms of treatment, ranging from purely 
organic (e.g. CO, inhalation treatment) to purely psychological (e.g. 
formal psycho-analysis), were used. Again. it seems that it is the 
socializing effect of organized attention that is more important 
than any particular type of treatment. 

Anyone who is equipped to assume an authoritarian role in 
dealing with sick people, i.e. any doctor or senior nurse, finds that, 
providing he takes an uncritical interest in what the patient has to 
say about his illness, and providing he listens impartially to his 
adjustment difficulties, an intense emotional relationship between 
himself and the patient will rapidly develop. This used to be an 
art which when well cultivated was called a bed-side manner. 
This bed-side manner is learned by the successful practitioner 
(he is seldom successful without it) in the homes of his patients 
and in the privacy of his consulting room. He learns that patients 
—_ to be treated as unique personalities, which of course they 
all are. 

A serious deficiency in modern medical training is that the 
crowded curriculum is conducted wholly in hospitals, where the 
impersonal ‘special investigation’ (e.g. X-ray and biochemical) 
approach tends to overshadow the all-important doctor—patient 
relationship. Freud called this relationship the ‘transference 
situation’. As you know, most rm psychotherapy is based 
on his method of getting the patient to re-live childhood or earlier 
experiences and so dissipate emotional tension, and allowing the 
patient to view the so-called traumatic experiences with an objec- 
tive adult intellect. 

Now the snag is that any amateur, any person, especially one 
with a ‘sales-personality’, who is prepared to listen, can indulge 
in this psychological ‘free for all’. If doctors do not apply the 
technique, quacks will certainly enter the happy hunting ground. 
Again, we have urgent need for research by psychiatrists, and 
control by responsible people, in a field of mental-illness therapy. 
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FURTHER RESEARCH 


I would like to remind you that at the beginning of this paper I 
referred to the inherent difficulties in the appeal of the subject- 
matter and made reference to the association of ideas of the word 
‘mental’. There is another side which must not be overlooked. 
We rarely hear psychiatrists loudly acclaiming their ignorance 
of the disease processes that they deal with, as other medical men 
do, with tremendous public response, in diseases like cancer and 
poliomyelitis. Psychiatry is now poised for the next stage in 
scientific advance, viz. the experimental stage. Facts Have been 
laboriously assembled regarding mental illness in the isolated 
mental-hospital setting. We must now collaborate with other 
medical specialties and the social sciences. The line of enquiry 
must be extended back into the home of the patient where the 
illness was precipitated and forward into the chronic wards where 
the less fortunate patient’s disease is fizzling or has fizzled out, 
or again back into the home where the more fortunate victim’s 


MEDICAL AID SOCIETIES 


The following new Medical Aid Societies were approved by Federal 
Council at its meeting held in Pretoria on 28-30 October, 1954: 

1. A. T. I. Medical Aid Society, P.O. Box 5057, Boksburg 
North. 

2. Bloemfontein Municipal Employees’ Medical Aid Society, 
Health Department, P.O. Box 288, Bloemfontein. 

Approval was also granted to the following Benefit Societies to 
operate on the Tariff of Fees for approved Medical Aid Societies 
(second list in the Tariff Book): 

1. Jagersfontein Mine Benefit Society, P.O. Box 2, Jagers- 
fontein, O.F.S. 

2. Simmer Pan Medical Benefit Society, P.O. Box 103, Ger- 
miston. 


TARIFF OF FEES FOR APPROVED MEDICAL AID SOCIETIES 


A reprint of the Tariff Book will be ready shortly and a copy will 
be posted toeach member of the Association early in January 1955. 


The booklet will contain all the amendments and additions that 
have been made to date, together with a complete list of all approved 
medical aid societies and of other persons to whom the tariff applies. 


L. M. Marchand 
Associate Secretary 


Medical House 
35, Wale Street 
Cape Town 

10 December 1954 


The following degrees were conferred at the University of Care 
Town graduation ceremony on Friday, 10 December, 1954: 


Degree of M.D.: 

F. R. Ames: (Subject of Thesis: ‘The Hyperventilation syn- 
drome’). 

L. Eales: (Subject of Thesis: “The Resolution of the Nephrotic 
syndrome’). 

E. N. Keen: (Subject of Thesis: “The postnatal development of 
the human cardiac ventricles’). 

C. R. Macpherson: (Subject of Thesis: “A new approach to the 
serological classification of paracolons’). 


S.A. TYDSKRIF VIR GENEESKUNDE 


OFFICIAL ANNOUNCEMENT : AMPTELIKE AANKONDIGING 


HIGHER DEGREES CONFERRED AT UNIVERSITY OF CAPE TOWN 


1085 


disease has burned out before his relatives have lost the touch 
and interest so essential to his readaptation to a setting appropriate 
to his new personality level. 

To summarize, my plea is for: 

- 1. Acknowledgement of the need for research in mental 
illness. 

_ 2. Provision and training of research personnel, who must be 
integrated into mental hospital administration and initiate col- 
laboration with medical and sociological colleagues in experimental 
projects aimed at our better understanding and managements of 
the problems. In other words this personnel must be part of the 
mental hospital set-up, yet freed from the heavy routine duties 
that go with the efficient organization of a large institution. 

The trend at present is that the more a man learns about mental 
illness, the more the system cashes in on his administrative ability 
to run the hospital smoothly, economically and tidily, and the 
further does it take him away from the individual needs of the 
patient and the intricacies of his disease. 


MEDIESE HULPVERENIGING 


Op sy vergadering van 28-30 Oktober 1954 te Pretoria gehou, het 

die Federale Raad onderstaande nuwe Mediese Hulpverenigings 

goedgekeur: 

on? A. T. Il. Medical Aid Society, P.O. Box 5057, Boksburg 
orth. 

2. Bloemfontein Municipal Employees’ Medical Aid Society, 
Health Department, P.O. Box 288, Bloemfontein. 

Goedkeuring was ook geheg aan die volgende Siekefondse om 
gebruik te maak van spesialistedienste teen die tarief vir goed- 
gekeurde Mediese Hulpverenigings (tweede lys in die tarieweboek): 

1. Jagersfontein Mine Benefit Society, P.O. Box 2, Jagers- 
fontein, O.F.S. 

2. Simmer Pan Medical Benefit Society, P.O. Box 103, Ger- 
miston. 


TARIEF VIR GOEDGEKEURDE MEDIESE HULPVERENIGINGS 


*n Herdruk van die tarieweboek sal eersdaags gereed wees en ‘n 
eksemplaar word aan elke lid van die Vereniging vroeg in Januarie 
1955 gepos. 

Die boekie sal al die wysigings en byvoegings wat tot datum 
aangebring is, bevat, asook ’n volledige lys van al die hulpver- 
enigings wat deur die Vereniging goedgekeur is en van ander persone 
op wie die tarief van toepassing Is. 

L. M. Marchand 


Medesekretaris 
Mediese Huis 
Waalstraat 35 
Kaapstad 
10 Desember 1954 


R. Sougin-Mibashan: (Subject of Thesis: ‘Clinical and Bio- 
chemical studies in Uric Acid and Gout’). 
H. J. Walton: (Subject of Thesis: ‘Suicidal behaviour’). 
Degree of M.Med.: 
L. v. R. Oosthuysen. 
Degree of M.Med. (Path.): 
J. A. H. Campbell; C. R. Macpherson; D. McKenzie; W. du T. 
Naudé; M. I. Sacks. 
Degree of Master of Obstetrics and Gynaecology: 
J. N. de Villiers; S. Sacks. 
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The death is announced in London, of Dr. Harry Louis Brunow 
at the age of 35 years. 

Harry Louis Brunow was a Cape Town man. He graduated in 
medicine in 1940 but immedi- 
ately joined the South African 
Medical Corps and saw active 
service in North Africa and in 
Italy. 

After the war he was 
stationed for 6 months at the 
Military Hospital, Wynberg, 
Cape, and then proceeded to 
Britain in 1948 to take a post- 
graduate surgical course at 
Guy’s Hospital. At the end 
of the following year he ob- 
tained his Fellowship, and 
then branched into thoracic 
surgery, holding Registrar- 
ships in this field at the 
Brompton Chest Hospital 
under Sir Russell Brock, at the 
Lewisham General Hospital 
and the Brook General Hospi- 
tal. It was whilst working at 
the last named in May of this 
year that he was taken ill 
with a blood disease which 
terminated fatally on 20 November. He was unmarried. 

Dr. Brunow had intended to return to South Africa to practise, 
and had remained registered with our Medical Council during his 
years in Britain. 


Dr. Harry Louis Brunow 


The Nuffield Foundation offers, for tenure in 1956, one Travelling 
Fellowship in Medicine for award to South Africans. If the 
South African Selection Committee recommends it, a second 
Fellowship may be awarded. 

The purpose of the Fellowships is to enable some medically 
qualified persons from the Commonwealth to obtain in the United 
Kingdom such post-graduate training and experience as may be 
necessary to prepare them to undertake subséquently, medical 
teaching and research work in their own countries. In recom- 
mending medical applications, the Nuffield Foundation’s South 
African Liaison Committee will aim at strengthening teaching 
and research in medicine rather than the medical profession 
directly, and will place emphasis on youth. 

The Fellowships are open to European and non-European men 
and women, nationals of the Union of South Africa, who hold 
recognized medical qualifications. As a general rule candidates 
should be between the ages of 25 and 30 years. 

Fellowships will normally be tenable for one year, but, in 
exceptional cases, may be extended for a further period of a few 
months. A Fellowship will provide for return travelling expenses 
of the Fellow between his home and the United Kingdom, and, 
if he is married, similar expenses for his wife: an adequate allow- 
ance will be made for the Fellow’s living and travelling expenses 
in the United Kingdom and for academic fees, books and other 
incidental expenses, as well as personal expenses. The total value 
of an award, including all travelling expenses. will in no case be 
less than £900. 

Fellows will be expected to resume residence in South Africa on 
the completion of their Fellowships. They will be required to 
carry out approved programmes of research work and training at 
centres approved by the Trustees of the Foundation. Other work, 
paid or unpaid, may not be undertaken without the permission of 
the Trustees. 

At the end of their Fellowships, Fellows will be required to 
submit to the Trustees of the Nuffield Foundation and to the 
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Whilst a graduate at the University of Cape Town he distin- 
guished himself as a brilliant centre-threequarter and played rugby 
for U.C.T. and Western Province. At the age of 18 years he 
played for Combined Universities against the British Touring 
Team. At Guy’s in 1948 he led the rugby side to victory in the 
Hospital*Cup for the first time in 15 years. 


Dr. Louis Babrow writes: 1 first met Harry Brunow when he 
came to Cape Town University in 1935. From that time we were 
associated in sporting, military and medical circles. He played 
rugby for Varsity and Western Province and in 1943 and 1944 he 
represented the South Africa Army teams in various encounters 
against the British Army, the Kiwis and the Italians. Harry 
Brunow was to my mind the best fly half I had ever played with 
and only the War deprived him of his Springbok colours. He 
not only excelled in rugby, but was a fine cricketer, squash and 
tennis player and a more than average golfer; he was the complete 
allrounder. 

A great lover of good music, he was in his element whilst stationed 
in Rome and able to see and hear great opera and ballet. He 
attended the Opera House frequently. I well remember our going 
to dinner with Gigli and Maria Caniglia, and Harry giving them 
more than they bargained for on the history of Italian Opera! 

After the War he went to Guy’s Hospital and started work 
under Mr. G. Dougherty in the Genito-urinary Department, 
but gradually drifted to Thoracic Surgery, and it was in this branch 
that he found his true niche. He worked with Mr. Brock, and 
from letters and personal reports, proved a very able registrar. 
Later he worked at the Brompton and Brook Hospitals. It was a 
tragedy to hear that he was afflicted with leukaemia, but he val- 
iantly carried on with his normal duties until he could do no more. 

We mourn a fine sportsman and a capable doctor. To his 
mother and family goes our deepest sympathy. 


South African Liaison Committee reports on their work during 
the Fellowship. 

Applications for the Fellowships to begin in January 1956 
should be submitted not later than 30 April 1955, to The Honorary 
Secretary, Nuffield Foundation South African Liaison Committee, 
University of the Witwatersrand, Johannesburg. 

+ * * 


The Royal Institute of Public Health and Hygiene conducts a recog- 
nized course of instruction (for postgraduate medical men and 
women only) for the Certificate in Public Health Examination of 
the Conjoint Board of the Royal College of Physicians of London 
and the Royal College of Surgeons of England. This leads to 
Courses for the Diploma in Public Health and for the Diploma in 
Industrial Health. Students are also prepared for the Diploma in 
Industrial Health examination of the Society of Apothecaries of 
London. 

The next Course of Instruction for the Certificate in Public 
Health will commence on 18 March 1955. Further information, 
entry forms and prospectuses may be obtained from the Secretary 
of the Institute, 28 Portland Place, London, W. 1, or from the 
Acting Dean, at 23 Queen Square, London, W.C. 1. 


Union Department of Health Bulletin. Report for the 7 days 
ended 25 November 1954. 

Plague, Orange Free State: One (1) further Native case has 
occurred in the Koppies area in the Vredefort district since the 
notification of 18 November 1954. Diagnosis based on clinical 
grounds only. Results of laboratory examination being awaited. 
The diagnosis of the Native death in the Kroonstad district, 
notified on 18 November 1954, has been confirmed by laboratory 
tests. 

Smallpox, Cape Province: One (1) Native case in the Prieska 
municipal area. No further cases have been reported from the 
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Vanderbijlpark municipal area since the notification of 28 October 
1954. This area is now regarded as free from infection. 

Typhus Fever, Cape Province: One (1) Native case in the Xwili 
location in the Umtata district. Diagnosis confirmed by laboratory 
examination. No further cases have been reported from the 
King William’s Town district since the notification of 28 October 
1954. This area is now regarded as free from infection. 

Epidemic Diseases in Other Countries: 

Plague: 

Cholera in Chittagong (Pakistan). 

— in Bombay, Madras (India); Saigon-Cholon (Viet- 
am). 

Typhus Fever: Nil. 


Union Department of Health Bulletin. 
ended 2 December 1954: 

Plague, Smallpox: Nil. 

Typhus Fever. Cape Province: One (1) Native case in the Bojane 
location in the Engcobe district. Diagnosis confirmed by laboratory 
examination. Two (2) further Native cases have been reported from 
the Glen Grey district since the notification of 11 November, 1954. 
Diagnosis of both cases confirmed by laboratory tests. Two (2) 
further Native deaths have been reported from the Xwili location 
in the Umtata district since the notification of 25 November, 1954. 
Diagnosis of both cases based on clinical grounds only. 

Epidemic Diseases in other Countries: 

Plague: Nil. 

Cholera in Dacca, Chalna (Pakistan); Calcutta (India). 

Smallpox in Bombay, Calcutta, Jodhpur, Lucknow, Madras 
(India); Moulmein (Burma); Phnom-Penh (Cambodia); Saigon- 
Cholon (Viet-Nam); Lahore, Chittagong (Pakistan). 

Typhus Fever: Nil. 

* * * 


Report for the 7 days 


Aldosterone. With reference to the editorial on Aldosterone in 
the Journal of 20 November 1954 (28, 985), we are informed that 
a comprehensive review article entitled “Advances in the Field of 
Adrenal Cortical Hormones’ has just been published by A. Wett- 
stein and G. Anner in Experientia (1954): 10, 397 (15 October). 
Reprints can be obtained on application to Ciba Limited, Basle, 
Switzerland. 
* * 


A six weeks’ Educational Tour of England and the Continent for 
anaesthetists and general practitioners interested in anaesthetics 
is being arranged for 1955. Members may be accompanied by 
their wives. The tour has the full approval of the Council of the 
South African Society of Anaesthetists. 

It will coincide with the session of the first World Conference 
of Anaesthetists to be held at Schoveningse near the Hague (Hol- 
land) from 5 to 10 September 1955. The following will be the main 
subjects presented: 

(a) Relaxants, Ganglion blockers. Pharmacological, physiolo- 
gical and clinical aspects. 

(b) Hypotension, Phenothiazine. Pharmacological, physiologi- 
can and clinical aspects. 


CORRESPONDENCE 


(a) BEHANDELING VAN BUIKLOOP BY BABAS 
(b) DIE VOORHUID VAN PASGEBORE BABAS 


Aan die Redakteur Twee terapeutiese opvattings gee altyd aan- 
leiding tot moeilikhede: 

(a) Ek het met belangstelling die interessante artikel van dr. 
Rousseau in die S.A. Tydskrif vir Geneeskunde van 4 Desember 
gelees. Dr. Rousseau se benadering tot die probleem van gastro- 
enteritis is beide belangrik en revolusionér. Op twee punte kan ek 
egter nie saamstem nie: 

Tereg spoel die konjunktiva vreemde materiaal uit deur middel 
van trane en die prinsiep is seker toepasbaar op die dermkanaal. 
Kasterolie se werking is egter deur prikkeling van die slymvlies met 
gevolglike eksudasie wat dan die diarree tot gevolg het. Ek vra my 
af of dit logies is om ’n dermslymvlies wat reeds in *n inflammato- 
riese toestand is nog verder te prikkel. Sou dit nie veel meer rasio- 
neel wees om een van die bekende sout-purgeermiddels, soos 
magnesium-sulfaat, te gebruik nie. Hier is die werking dié van ’n 
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(c) Hypothermia, Hibernation. 
cal and clinical aspects. 

(d) Respiration, Circulation. 

(e) Teaching of Anaesthesia. 

(f) Free Subjects. 

The Congress Fee will be 35 Dutch Guilders, reduced to 25 for 
those sending in application forms before 31 March 1955, Further 
particulars may be obtained from the Executive Manager, Mr. 
W. A. Fentener van Vlissingen and the postal adress is The World 
Congress of Anaesthetists 1955, Noord-Hordringelaan, 24 Bilt- 
hoven, Holland 

It is the intention of the organizers to give members a chance 
to visit as many anaesthetic centres as possible during the tour. 
During their two weeks’ stay in London members will also have 
the opportunity to visit outlying centres like Oxford, Manchester 
and Liverpool. 

An extensive sight-seeing tour beginning on 12 August and 
lasting till 4 September has been arranged, and following the 
Conference in Scheveningen from 11 to 18 September. The cost of 
the tour including all journeys by air, first class trains and luxury 
buses will be £450 per person for double room and £455 per person 
for single room. All members of the South African Society of 
Anaesthetists have been circularized and any suggestions about 
the academic side of the tour may be made to the organizer, 
Dr. O. V. S. Kok, Chief Anaesthetist, Pretoria General Hospital 
(P.O. Box 437, Pretoria). 


* * * 


Pharmacological, physiologi- 


Prize awarded by ‘La Presse Medicale’. The ‘Annual Prize for 
Medico-Surgical Cinema’, which comprises an annual award of 
100,000 Fr. (which may be divided) and various other awards, 
will be given (as it was in 1952 and 1953) during the last session 
of the Course of Actualités médico-chururgicales at the Faculté de 
Médecine de Paris in March 1955. Competing films must be 
amateur, unpublished, not subsidized and not produced by any 
laboratory or film. 

The Jury will consider the didactic value of the film as well as 
its properly cinegraphic quality. No restriction is to be made as 
to whether the film is a sound film, silent, in colour or black-and- 
white, but only 16 mm. films will be admitted. 

Owing to the success of this competition last year and in order to 
avoid late entries, applications should be made as soon as possible. 
Special! instructions will be given regarding the despatch of the 
films. These should reach Paris before 15 February 1955. The 
last day on which films will be accepted is 28 February 1955. 

* * 


There will be no meeting of the Cape Town Paediatric Sub-Group 
in January, 1955. 


*” * * 


Dr. K. V. O. Gunn, late of the Johannesburg General Hospital and 
the Mines Benefit Society X-ray Department, has recently joined 
Drs. A. A. Meyer, J. N. Jacobson and E. van der Burgh in their 
radiological practice at 81, St. George’s Street, Cape Town. 


: BRIEWERUBRIEK 


verhoogde osmotiese druk binne die lumen van die derm, wat dan 
diarree gee. 

Dr. Rousseau ' maak terloops melding van die gebruik van 
glukose-oplossings per os vir die dehidrasie. Die verteringsproses 
in die derm van ’n pasgeborene en effens ouer baba berus hoofsaak- 
lik op gisting, in teenstelling met dié van ouer individue waar dit 
hoofsaaklik proteien-afbraak is. Is dit nou veilig om ‘n suiker soos 
glukose te gee aan ‘n baba waar daar reeds 'n oormatige gisting 
aan die gang is, aangesien glukose so ideaal is vir gisting. Dit is 
veel veiliger om een van die hoére suikers te gebruik, soos bv. 
rietsuiker, wat tegelyk veel goedkoper is. 

(b) Die voorhuid van pasgebore babas gee nog steeds aanleiding 
tot allerhande pseudo-terapeutiese pogings. Ek doen haas nie ‘n 
bevalling nie of, indien dit ’n manlike baba is, die moeder kom 
twee of drie weke later by my spreekkamer aan met die storie dat 
een of ander verpleegster of vroedvrou beweer dat die kind se 
voorhuid gerek moet word nie. 

Die praeputium is normaal met die huid van die glans verkleef 
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tot op 16 tot 18 maande en kan in die reél nie voor hierdie ouder- 
dom oor die glans gly nie. Enige poging om dit oor te forseer is 
afisiologies en lei alleen tot skeurtjies in die teer vel met daarop- 
volgende infeksie. Die voorhuid moet met rus gelaat word behalwe 
in die gevalle waar daar ‘n duidelike fimose is met mikturisie- 
stoornisse en /of etter-ophoping. In die gevalle moet dan ‘n volle- 
dige besnyding gedoen word en nie net *n halfhartige rekking wat 
tog in baie gevalle net uitloop op ‘n parafimose. 

Die gewone beswaar van die moeders dat daar ,,vuilgoed” onder 
die voorhuid ophoop wat dan kwansuis skoongemaak moet word, 
hou ook nie water nie, want die verklewing tussen die naasliggende 
huidlae maak so ’n onhigiéniese toestand onmoontilik. 

P. J. van Biljon 
Allcockstraat 73 
Colbyn 
Pretoria 
6 Desember 1954 


1. Rousseau, F. (1954): S.-Afr. T. Geneesk., 28, 49. 


MOTOR CAR INSURANCE 


To the Editor: We would draw the attention of all members of the 
Medical Association who are insured with us to the fact that pre- 
miums for motor cars are based upon three factors, viz. the horse- 
power and value of the cars, and the district in which the car is 
registered. 

The horsepower and the district are unchangeable factors, but 
the value is not and we recommend that members should insure 
their cars for their correct value, and not continue to insure them 
year after year for the purchase price. 

There is not a great deal of difference in premium when the value 
is reduced, but there is some, and we think it well worth while the 
members reducing values to correspond with actual values because 
in the event of a total loss, they will only receive the value of the 
car at the time of the loss and not necessarily the value which is 
insured, as the latter represents only the maximum payable. 

R. A. Haines 
Director 
Edward Lumley & Sons (Tvl) (Pty) Ltd 
P.O. Box 5977 
Johannesburg 
9 November 1954 


A GARBLED REPORT REPUDIATED 


To the Editor: 


I was dismayed to read in the daily press a garbled 
report of my address to graduates of the Witwatersrand University 


at the Hippocratic Oath Ceremony, containing remarks, so torn 
from their context as to imply a reflection on the qualification or 
capabilities of my colleagues of 25 years’ standing. 

I need hardly say that I intended to convey no such impression, 
as I have the highest respect for the senior members of our pro- 
fession and indeed in my address emphasized that the graduates 
of the Witwatersrand Medical School have always been held in 
the highest esteem throughout the world. 

M. Medalie 


President, Witwatersrand Medical Graduates 
Association 


809 Medical Centre 
Jeppe Street 
Johannesburg 

2 December 1954 


THE NEXT MEDICAL CONGRESS 


To the Editor: In a recent issue of your Journal the date of the next 
South African Medical Congress is reported. At the last couple of 
Congresses there has been a missionary luncheon, attended by a 
limited number of people. 

One wonders if a service of divine worship would not make a 
greater appeal to a larger number of Doctors. The title ‘Missionary 
Luncheon’ conveys to many the impression that this function is 
only for those who are actively engaged in mission work ; whereas 
I gather the real purpose was to bring together those who claim 
to be Christian. 

I should like to suggest that the scope of this meeting be enlarged. 
The Congress is due to commence on Monday 17 October. Could 
there not be a service of divine worship on the night of Sunday 16 
October, by which time most of the delegates will be in Pretoria? 
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This service could be conducted by a member or members of the 
profession, or by local ministers. It should be entirely inter- 
denominational in character, and so arranged as to include those 
of Hebrew persuasion. It could be held in a suitable church, or 
in the hall where the plenary sessions will meet. Some may con- 
sider it advisable to have more than one service, in order to meet 
the needs of those of divergent views. I understand that, at the 
British Medical Congress, there are usually two services, one in an 
Anglican Church and one for Nonconformists. 

H. M. Bennett 
Mount Coke Hospital Medical Superintendent 
(The Methodist Church of South Africa) 
King William’s Town 
2 December 1954 


TREATMENT OF DIARRHOEA 


To the Editor: Heresy is not necessarily a bad thing but when 
heretical statements are given wide publicity critical examination 
is called for. Otherwise, silence may be construed as assent. Dr. 
Rousseau’ has ventured to expound a unique line of treatment for 
diarrhoea in ‘young children and infants’ and, when anyone says 
that in 3 years he has had no fatal case of gastro-enteritis, those of 
us whose treatment is less successful must pay some attention. 
Unfortunately, there are in the article no statistics on which an 
informed judgment can be based. Even without them there are 
many points which demand comment. In deference to the exi- 
gencies of space the following have been selected. 

The administration of castor oil was a routine for centuries, had 
no obvious beneficial effect, and was abandoned before the recent 
improvement in the recovery rate. It was omitted also as a surgical 
pre-operative measure because it produced, in minor degree, 
changes similar to those of gastro-enteritis. Are the unspecified 
doses given to these children to be regarded from the homeopathic 
angle? Why are the benefits of castor oil denied to the most seriously 
ill children ? 

Lavage of the lower bowef was practised for many years, again 
without demonstrable effect on the mortality, but is not usually 
considered to be essential, though the use of a very large quantity 
of fluid has not previously been stressed as important. Without 
factual information it is impossible to assess any possible absorption 
of fluid from the large bowel which, obviously, in diarrhoeal sub- 
jects has failed in its normal absorptive activity. 

Intraperitoneal ‘infusion of boiled . . . water’, if that means 
simply water, seems to be comparable to the manoeuvre employed 
in substitution for renal excretion in anuria and should, by its 
hypotonicity, deplete still further the already diminished circulating 
electrolytes. Biochemical observations and clinical experience are 
not in accord with such practice in the treatment of diarrhoea, in 
which orthodox modern therapy takes particular care to increase 
and balance the electrolyte content of fluids administered either 
orally or parenterally. 

The repeated administration of small amounts of fluid orally, 
every 10 minutes, hour after hour, ignores the basic requirement 
and beneficial effect of rest in any acute illness. The use of sugar, 
again in unspecified amount, is at least controversial since sugar 
promotes fermentation in the bowel and tends to increase stool 
frequency. 

The use of a syringe, presumably a Higginson, by an injudicious 
nurse, in a small acutely ill infant, is a potentially hazardous project. 

The sub-title of the article points the finger of scorn at kaolin but 
no references are given to any reports of the alleged ‘disastrous 
results’ of giving this totally inert substance, with or without the 
other sins of omission or commission mentioned. 

At the moment it is impossible to accept the treatment suggested. 
Until some facts are given about the numbers of children treated, 
their ages, clinical histories, details of physical, bacteriological, and 
biochemical examination, the doses of drugs and quantities of 
fluids given, etc. the maintenance of a very healthy scepticism 
would seem to be entirely justifiable. A costive response would 


be appropriate. 
Findlay J. Ford 
Department of Child Health 
Pathology Block 
Medical School 
Mowbray C.P. 
8 December 1954 


? Rousseau, F. (1954): S. Afr. Med. J., 28, 1038 (4 December). 
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_ In Ubstetucs 


ON 


has a definite place. Habitual and threatened 
abortion due to corpus luteum hormone defi- 
ciency may be prevented in the majority of women. 
Functional Uterine Bleeding associated with hyper-plastic 
endometrium responds with cessation of haemorrhage, and 
not infrequently, normal menstrual cycles are maintained 
thereafter. Secondary Amenorrhoea is correctible by cyclic 
administration of PRANONE, and in about one-third of 
patients, regular menses will follow for many months. 
Dysmenorrhoea and Premenstrual Tension can usually be relieved, 
especially if corpus luteum hormone is inadequate. 


IP OW 


CHEMICALLY IDENTICAL WITH 


PROLUTON BRAND 


PRANONE AMPOULES, pure progesterone in oil for intramuscular 
injection, available in 2, 5 and 10 mg. strengths. PRANONE-C 
TABLETS, anhydrohydroxy progesterone, orally effective progestin 
may be substituted if tablet administration is indicated. Available 
in 5 and 10 mg. tablets. 


me Th CORPORATION, BLOOMFIELD, N.J., U.S.A. 
Sole Distributors : 
SCHERAG (PTY.) LTD., P.O. BOX 7539, JOHANNESBURG. 
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We are pleased 


to inform you that we have reorganised our Factory 
introducing new methods of production and 
importing the most modern machinery to bring down 
the cost of printing drastically and to guarantee 
prompt and efficient delivery. 


The Medical Association 
of South Africa 


the publishers of this Journal, have done us the honour 
But they do not 


stand alone in this wise choice, because a large 


to appoint us as their printers. 


number of other publishers whose names have become 
household words, have found it both profitable and 
expedient to entrust their printing to us. 


We cordially invite you 


to share in the benefits of decreased costs, enhanced 


quality and more expeditious 


By placing a trial order 


NATIONAL COMMERCIAL PRINTERS, 


LIMITED 


P.O. BOX 120, PHONE: 98-6711, 


or Sales Division: 
PHONE: 2-9381, 


2, LEEUWEN STREET, 
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The facts of the case 


The information provided by a radio- 
graph on ILFORD Red Seal X-ray Film — 
a film as perfect as present day knowledge 
and manufacturing skill can make it — is 


always a valuable contribution to the 
evidence on which the clinician bases his 


diagnosis. 


ILFORD 


ILFORD LIMITED 


RED SEAL X-RAY FILM 
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For the treatment of 


FUNGUS DISEASES 


ATHLETE'S FOOT TINEA (RINGWORM) 
and other mycotic infections of the skin 


TINOL JELLY --- 


FORMULA: Calcium and Sodium Propionate 10% Phenylmercuric Nitrate 0.05% Benzyl Alcohol! 3% 


in an aqueous jelly base 


MADE BY: 


SAPH AA LABORATORIES LTD. 


P.O. Box 256, Johannesburg 


P.O. Box 568 P.O. Box 2383 P.O. Box 789 
Cc T Durban Port Elizabeth 
ape Town 


POST GRADUATE 
STUDY | 


For South African Practitioners 
Are you preparing for any Medical, 
or Surgical Examination? 
Send Coupon below for valuable publication 


“GUIDE TO MEDICAL EXAMINATIONS” 


PRINCIPAL CONTENTS 


The F.R.C.S. England, Edinburgh and Ireland 
The M.R.C.P. London, Edinburgh and Ireland 
Diploma in Anaesthetics 
The Diploma in Tropical Medicine 
Diploma in Ophthalmology 
Diploma in Psychological Medicine 
Diploma in Child Health 
Diploma in Physical Medicine 
Diploma in Public Health 
Diploma in Pathology 
The F. D. S. and all dental THE SECRETARY 
degrees and diplomas MEDICAL 
(in Dental Guide) CORRESPONDENCE 
You can prepare for any of COLLEGE 
these qualifications by 
postal study at home 19 Welbeck Street, London, W.1 
and come to Great 


Britain exami- Sir,—Please send 
nation e spe- oe 
Distributed in the Union of South Africa by ns Guide to 


cialize in Post- by return. 
M. & J. PHARMACEUTICALS (PTY.) LTD. 


graduate tur 


PORT ELIZABETH ton 


lo-F h anne Ltd., London, W.C.1 Address 
— Examinations in which interested 


xxiii 

2 
al 

me a copy of your 
Medical Examinations’ 


S.A. MEDICAL JOURNAL 


18 December 1954 


WAT VAN DIE DAG VAN 


Hlediese 
pan Suid 


Vereniging 
Afrika 


Wat u ookal wil verseker 
doen dit deur u eie 


Mediese 
Versekeringsagentskap 


Versekeringsbesigheid van alle soorte word met 
betroubare maatskappye geplaas. 
Laat ons weet wat u wil verseker en ons sal die 
nodige reélings tref. 


DIE MEDIESE VERSEKERINGSAGENTSKAP 
(M.V.S.A.) 


Posbus 643 Kaapstad Telefoon 2-6177 


Ek stel belang in die versekering van my 
Stuur asseblief besonderhede of tref 


reélings dat ek persoonlik besoek word. 


NAAM (Drukletters) 


Vul hierdie koepon in en pos dit aan die Mediese 
Vereniging van  Suid-Afrika—Mediese 
Versekeringsagentskap. 


WHAT DOES TOMORROW 
HOLD FOR YOU? 


Association 
Africa 


Whatever you wish to insure 
do it through your own 


Medical Insurance Agency 


All forms of Insurance Business undertaken with 
companies of repute. 
Tell us your insurance needs and we will make 
the necessary arrangements. 


THE MEDICAL INSURANCE AGENCY (M.A.S.A.) 


P.O. Box 643 Cape Town Telephone 2-6177 


1 am interested in insuring my 
Kindly send me details or arrange for me to be visited. 


NAME (Block Letters) 


ADDRESS 


Fill in this coupon and post to the Medical Association 
of South Africa—Medical Insurance Agency. 


MORE? 
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TRADE MARK 


the NEW DISPOSABLE 


exygén inhaler! 


An oxygen inhaler light in weight and low in 
cost which can be worn in comfort for long 
periods and discarded after use by one person 
— no sterilising, no risk of transmitting infection 
— these features signalise the POLYMASK 
inhaler. 


African Oxygen & Acetylene (Pty.) Ltd. have 
pleasure in announcing that these new disposable 
inhalers are now obtainable at A.O.A. Branches. 
The POLYMASK has been subjected to extensive 
clinical tests and has received most favourable 
comment. 


In hospital and home, on land and sea and in 
the air, wherever oxygen is needed to relieve 
respiratory distress or oxygen deficiency, the 
POLYMASK inhaler can be used with economy 
and safety. 


The POLYMASK inhaler is strongly made from 
attractive transparent plastic material. The 
peripheral portions of the mask can easily be 
shaped to conform to the facial structure and 
a good seal between mask and face established. 
It readily stays in position and conversation 
can be carried on without difficulty whilst the 
mask is being worn. 


Storage presents no problem, the POLYMASK 

lies flat and a dozen can be accommodated in 

a box about one inch high. A gross of these 

m4 2. : masks can be carried in an air liner ready for 


AFRICAN OXYGEN & ca issue on demand and after use be discarded. 
ACETYLENE (PTY.) LTD. Available in single units or in boxes of one dozen 


at 3/6 per inhaler. 


Medical Department, Barlow Street, Germiston. P.O. Box 207, Phone 51-2551, Medical Showroom, 76 King George Street, 
Hillbrow, Johannesburg, Phone 44-4998. Tel. Address 
BRANCHES THROUGHOUT THE UNION, THE RHODESIAS, EAST AFRICA AND SOUTH WEST AFRICA 
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ANAESTHETIC ETHER 


| Manufactured by 


THE NATAL GANE BY-PRODUCTS LTD. 


OF MEREBANK 
(a) Guaranteed to conform to 
the requirements of the 1948 
British Pharmacopoeia and the Speci- 


of Standards. Equal to the finest 
imported Ether. 
In cases, each containing 


12 x 1 Ib. Amber Coloured Bottles, 
similar to those used in Europe. 


For further information please write to the selling Agents 


G. C. SMITH & CO. LTD. 


301 Smith Street, P.O. Box 43, Durban 


Bert Mendelsohn (Pty.) Lid., Cc. G. Smith & Co., Lid. 
P.O. Box 565, Johannesburg P.O. Box 1314, Cape Town. 
Courlanders’ Agencies 


P.O. Box 352, East London. 


fication of the South African Bureau | 


PARTNER WANTED 


Partnership offered in large, progressive Transvaal Town with 
modern hospital, numerous schools and all social amenities. A 
competent surgeon, preferably with higher qualifications, is pre- 
ferred. The gross income reaches about £35,000. Initially the 
successful applicant will earn about £4,000 nett per annum. Write 
A.X.K., P.O. Box 643, Cape Town. 


VENNOOT BENODIG 


Vennootskap aangebied in vooruitstrewende Transvaalse hospitaal. 
Dorp met alle skool en sosiale fasiliteite aan iemand met wye 
chirurgiese ondervinding. Hoér kwalifikasie in Chirurgie verkieslik. 
Die bruto inkomste is omtrent £35,000 en die inkomende vennoot 
se netto inkomste sal aanvanklik omtrent £4,000 per jaar beloop. 
Skrywe aan A.X.K., Posbus 643, Kaapstad. 


BRASS PLATES 


TO MEDICAL COUNCIL SPECIFICATION 


VICTOR C. GLAYSHER 
CAPE TOWN PHONE 
165 BREE STREET . 2-5111 


Please Support Our Advertisers — 


Ondersteun Asseblief Ons Adverteerders 
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EXCERPTA MEDICA 


Fifteen journals containing pertinent and reliable abstracts in 
English of every article in the fields of clinical and experimental 
medicine from every available medical journal in the world. 
The prices quoted below are per annum (12 parts). 
1. Anatomy, Anthropology, Embryology and Histology £5 12s. 
2. Physiology, Biochemistry and Pharmacology £11 3s, 
3. Endocrinology £3 15s. 
4. Medical Microbiology and Hygiene £5 12s. 
5 Medical Pathology and Pathological Anatomy £9 6s. 
6. Internal Medicine £9 6s. 
7. Pediatrics £3 15s. 
8. Neurology and Psychiatry £5 12s. 
9. Surgery £6 4s. 
. Obstetrics and Gynaecology £3 15s. 
11. Oto-, Rhino-, Laryngology £3 15s. 
12. Ophthalmology £3 15s. 
13. Dermatology £6 4s. 
14. Radiology £3 15s. 
15. Tuberculosis £3 15s. 
We shall be pleased to send you a specimen copy. 


Sole Agent for the Union: 


A. A. BALKEMA, Publisher and Bookseller 
Telephone 2-9009 


1 Burg Street, Cape Town 


S.A. Tydskrif vir Geneeskunde 
S.A. Medical Journal 


The Journal is published weekly on Saturdays. 

Office: Medical House, 35 Wale Street, Cape Town. 

Postal Address: P.O. Box 643, Cape Town. Telephone 2-6177 

Telegrams: Medical, Cape Town. 

Proprietors and Publishers: Medical Association of South 
Africa. 

The Journal is supplied to all members whose names are furnished 
by the Branch Secretaries. 

Subscription for non-members, 84s. per annum, post free 
payable in advance, can be commenced at any time. Single copies 
2s. 6d. 

Advertisement rates for professional appointments, 30s. per 
iach, single column. Quotations for larger and serial advertise- 
ments on application. Copy must reach the Advertising Manager 
at least 21 days before publication. 

All remittances, whether for subscriptions or advertisements, 
are payable to the Medical Association of South Africa, at the 
above address. Cheques should include exchange. 

Author’s reprints of papers can be obtained at cost. Order 
blanks wlil be forwarded to authors when page proofs are ready. 
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Instructions 
to Authors 


All authors are advised to consult Medical Writing, by Dr. M. 
Fishbein, formerly Editor of the Journal of the American Medical 
Association. The volume is obtainable from medical libraries in 
South Africa. It is published by the Blakiston Co., Philadelphia, 
U.S.A. 

Papers submitted for publication in this Journal are accepted 
on condition that they have not been published elsewhere. The 
Journal Management reserves the copyright of all material 
published. 


Considerable delay in the publication of papers is often due to 
the fact that they are poorly prepared. Publication will be expedited 
if the following specifications are complied with:— 


1. All copy shoud be typewritten (double or preferably triple 
spaced) with wide margins. 


2. Tables, references, graphs, illustrations and legends for 
illustrations should be clearly identified and prepared on separate 
sheets. 


3. All photographs should be glossy prints unmounted, un- 
trimmed and unmarked. Authors’ suggestions for trimming, etc., 
are most suitably indicated on a duplicate print or diagram. 

4. In no circumstances should original X-ray films be forwarded. 
Glossy prints must be submitted. 


5. Line drawings should be on white board, arranged to conserve 
vertical space. All lettering in diagrams and graphs should be 
indicated clearly in soft lead pencil, preferably on a duplicate 
specimen or diagram in rough. In no circumstances should lettering 
be inked in or typewritten on the figure or the graph. Illustrations 
should not exceed 12 inches x 18 inches in size. 


6. Figure numbers should be marked clearly on the back of ¢ach 
illustration, and in every case the top of the illustration should 
be indicated. 

7. A limited but reasonable amount of illustrative and tabular 
matter is allowed free. Additional material of this sort may be 
allowed at cost, at the discretion of the Editor. 


8. All references to the literature should be inserted in the text 
as a superior number and listed at the end of the article in numerical 
order. 


9. References must conform to the following convention 
(journal titles being abbreviated according to the World List of 
Scientific Periodicals):— 

White, J. and Brown, A. B. (1946): Arch. Clin. Med., 123, 167. 

Books should be cited as follows:— 

Smith, J. (1946): An Introduction to Medicine, 2nd ed., p. 174. 
Cape Town: John Black, Ltd. 


10. All numerals to be printed as figures (i.e. not spelt out). 
For ‘one’ or ‘\’ always follow copy. All numerals always to be 
spelt out in full at the beginning of a sentence. 


11. Cubic centimetre as c.c.; Cubic millimetre as c.mm.; 
7.11.46 as 7 November 1946; 2nd as second; 10/6 as 10s. 6d.; 
Per cent. as %; 1’ as 1 inch; B.P. 140/80 as Blood pressure, 
140/80 mm. Hg. 


12. Each paper should conclude with a summary (of about 
200 words) intelligible apart from reference to the main text 
of the article. 


13a. Galley proofs will be forwarded to the author in good time 
before publication date. 


135. Corrections, other than typographical errors, will be 
charged to the author. It is therefore most important that the 
MS. be submitted in its final form. 


14. Reprints: An order blank for reprints, together with a price 
list, will be sent to the author as soon as his article reaches page- 
proof stage. 


15. All manuscripts and correspondence should be addressed 
to:—The Editor, The South African M Medical Journal, P.O. Box 643, 
Cape Town. 
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Provincial Administration of the Cape 
of Good Hope 


HONORARY MEDICAL APPOINTMENT 
Applications are invited from registered Medical Practitioners 
who are under the age of sixty years for appointment to the under- 


mentioned post at the Woodstock-Hospital, Woodstock. 
Number of Posts 


Designation 
Honorary General Practitioner. 

Appointments will be made for a period of five years calculated 
from 2 January 1955, but shall be terminable by either party upon 
the giving of three months notice in writing. 

The annual honorarium payable before the thirty-first day of 
March of each year shall be calculated by multiplying the average 
daily number of in-patients treated in the hospital during the 
preceding calendar year by £10, provided that no member of the 
honorary medical staff shall be apportioned more than £105 per 
annum. 

Applications stating age, qualifications, etc. should be for- 

warded to reach the Medical Superintendent, Central Office. 
Mountain Road, Woodstock, not later than noon on Friday 
24 December 1954. 


RW No. 2212 


Provinsiale Administrasie van die Kaap 
die Goeie Hoop 
ERE-MEDIESE AANSTELLING 


Aansoeke word ingewag van geregistreerde Mediese Geneeshere 
onder die ouderdomsgrens van sestig jaar vir aanstelling tot die 
volgende pos by die Woodstock Hospitaal, Woodstock. 
Getal Poste Benoeming 
I Ere Algemene Praktisyn. 

Lede van die ere-mediese personeel sal vir ‘n tydperk van vyf 
jaar aangestel word, bereken vanaf 2 Januarie 1955, maar aan- 
stellings kan deur enigeen van die partye beéindig word deur 
skriftelike kennisgewing van drie maande. 

Die jaarlikse honorarium betaalbaar aan die ere-mediese per- 
soneel voor die een-en-dertigste dag van Maart elke jaar sal be- 
reken word deur die gemiddelde daaglikse getal binnepasiénte wat 
gedurende die voorafgaande kalenderjaar in die hospitaal is, met 
£10 vermeningvuldig, met dien verstande dat geen lid van die ere- 
mediese personeel meer as £105 per jaar mag ontvang nie. 

Aansoeke wat melding maak van ouderdom, kwalifikasies, 
ensovoorts, moet gestuur word aan die Mediese Superintendent, 
Sentrale Kantoor, Mountainweg, Woodstock, om hom nie later 
as twaalf middag op Vrydag 24 Desember, 1954 te bereik nie. 

RW No. 2212 


THE CHAMBER OF MINES HOSPITAL 


TWO]SENIOR RESIDENT HOUSEMEN 

Applications are invited from registered male medical practi- 
tioners, preferably with one or two years post-graduate experience, 
for the above posts. 

The commencing emoluments are approximately £800 per 
annum, made up of basic salary £430X£120—£1,030 plus a cost 
of living allowance which exceeds £250 at present, and free board 
and lodging valued at £120 per annum. 

Membership of a Pension Fund and Medical Aid Society is a 
condition of service. 

Applications stating age, whether married or single, year of 
qualification and subsequent experience, whether fully bilingual 
and date when able to commence duties, should be addressed to 
and reach The Manager, The Rand Mutual Assurance Company, 
Limited, P.O. Box 413, Johannesburg, before noon on 12 January 
1955 


NATAL MOTOR INDUSTRY HEALTH FUND 


The Natal Motor Industry Health Fund wishes to appoint a 
medical practitioner to work on its behalf in the Vryheid area. 
Further details may be obtained from, and applications should be 
submitted to the Secretary, P.O. Box 2838, Durban. 
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The Medical Association of South Africa 
Die Mediese Vereniging van Suid-Afrika 


AGENCY DEPARTMENT : AGENTSKAP-AFDELING 


CAPE TOWN : KAAPSTAD 
Posbus 643, Telefoon 2-6177 : P.O. Box 643, Telephone 2-6177 
Waalstraat 35 35 Wale Street 
PRACTICES FOR SALE : PRAKTYKE TE KOOP 


(1457) Goed gevestigde Westelike Provinsie praktyk. Netto 
inkomste oorskry £3,000 per jaar. Huis beskikbaar. Verband 
kan gereél word. Volle besonderhede op aanvraag. 

(1530) Karoodorp. Eenmanspraktyk sonder opposisie. Gemid- 
delde inkomste £2,000 p.j. Premie verlang £700. Huis te huur 
teen £8 p.m. D.S. aanstelling. 

(1756) In Oostelike Provinsie-dorp geleé in uitstekende woldistrik. 
£4,208 Kontant ontvangste jaar eindigende Junie 1954. Net een 
ander geneesheer. Koopprys van £1,375 sluit in geneesmiddels, 
instrumente en apteekmeublement. Betaling kan in paaiemente 
geskied. 

(1757) Eastern Province Seaport. Half share in excellent practice 
to gentile purchaser. Knowledge of Afrikaans essential. Fullest 
details on application. 

(1791) Well-established practice in small attractive Eastern Cape 
Coastal Town. D.S. appointment available. Gross income with 
D.S. £3,000 p.a. £1,000 for goodwill, drugs, instruments and 
office furniture. Terms available. Rebate for quick cash sale. 
Excellent scope for expansion. 

(1794) Vennootskapsaandeel in Karoopraktyk. Ontvangste 
+ £4—5,000 per jaar. Koopprys in halwe aandeel in praktyk, 
geneesmiddels en sommige instrumente £1,700. Betaling kan 
gereél word. Korting vir kontant. Klein hospitaal beskikbaar. 
(1834) Excellent practice in Eastern Province town with hospital 
facilities for surgery. Gross income 1954—£5,200. Expenses low. 
Wealthy wool district. Goodwill £2,000 which includes all surgery 
furniture. Modern house for sale at £4,200, bond £3,400 available. 


ASSISTANTS /LOCUMS REQUIRED 
ASSISTENTE /PLAASVERVANGERS VERLANG 


DAAR IS 'N DRINGENDE BEHOEFTE VIR ASSISTENTE 
EN PLAASVERVANGERS IN PLATTELANDSE EN STEDE- 
LIKE GEBIEDE. BESONDERHEDE OP AANVRAAG. 


REGISTERED RADIOLOGIST 


(1793) Bilingual radiologist, man or woman, required for inland 
centre: (a) as locum either for month December or January. 
Salary £200-£250 per month depending on experience. (6) as 
assistant with view to partnership. Terms to be arranged. Details 
supplied on application. 


FOR SALE : TE KOOP 


(1513) Oudtshoorn. Spreekkamermeubels, geneesmiddels en in- 
strumente. 
(772) Strand. Instrument cabinet. 


DURBAN 
112 Medical Centre, Field Street. Telephone 2-4049 


PRACTICES FOR SALE 


(PD28) Durban. General practice, also non-European surgery. 
Owing to ill-health owner wishes to sell as soon as possible. Pre- 
mium £1,750. House for sale £8,000. 

(PD30) Durban. Old-established good class, mainly European 
practice. Premium £3,000. Owner intends specializing. 

(PD31) Natal Inland. Unopposed prescribing practice, mainly 
Native. Monthly cash receipts average £450. Premium required 
£2,500 includes surgery, furniture and instruments. House for 
sale. All sporting facilities. 

(PD32) Northern Natal. Well established general mixed practice 
of 20 years standing. M.O.H. and D.S. appointments. All hospital 
facilities. Premium £1,500 including surgery furniture and drugs. 
House £12 per month. For immediate sale. 

Physician Specialist unopposed Practice for immediate sale. 
Inland City Premium £2,500 includes £1,000 equipment. 
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LOCUMS REQUIRED 


(SV5) Locum for January. £3 3s. per day plus board and lodging. 
£10 car allowance and petrol. Natal Hospital town. Travelling 
allowance to and from practice for reasonable distance. 

(LD6) Natal. From 8 to 23 January 1955. Mainly non-European 
dispensing with mine Hospital appointment. Own car necessary. 
£3 3s. per day, all found. 


ASSISTANT REQUIRED 


(NCS) Assistant required in general practice, Country practice. 
75°, non-European. No surgery or midwifery undertaken. Very 
little night work. Commence December 1954. Salary £1,200 p.a. 
j-hour drive from Durban. 


* * * 


JOHANNESBURG 


Medical House, 5 Esselen Street. Telephones: 44-9134 44-0817 
Mediese Huis, Esselenstraat 5. Telkfcne: 44-9124 44-0817 
Tel. Ad.: ‘Serpent’ 


PRACTICES, PARTNERSHIPS AND ASSISTANTSHIPS 
PRAKTYKE, VENNOOTSKAPPE EN ASSISTENTSKAPPE 


(718) Northern Rhodesia. A Locum is required for a couple of 
months, to be paid the best of terms—with view to assistantship 
or partnership, with or without capital. One of the most promising 
Rhodesian practices. To start beginning January 1955. 

720) Southern Rhodesia. An Assistant is required to start as 
oon as possible. If suitable a Partnership will be offered. Car not 
essential. This is a partnership practice. 

(727) Northern Transvaal Hospital Town. An Assistant is re- 
quired for a very old-established practice, with appointments. 
If suitable a Partnership will be discussed. 

(729) Oos-Transvaal. ‘n Assisten: word benodig vir ‘n baie groot 
vennootskappraktyk, met groot aanstellings. Verkieslik iemand 
met vorige ondervinding. Geen hospitaalgeriewe. Na _ twaalf 
maande van indiensneming sal ‘n Vennootskap aangebied word. 
(Pr-S161) Noord-Vrystaat. ‘n Derde vennoot word verlang in ‘n 
ou gevestigde praktyk. Verkieslik iemand met vorige ondervinding. 
Om te begin | Februarie 1955. Geleentheid vir snykundige werk. 
(Pr-S160) Transvaal Town, near Johannesburg. A well-established 
practice is for sale for £250. Drugs and furniture to be taken over 
at valuation. Long introduction will be given. Easy terms will be 
arranged. 

(Pr-S158) Noord-Transvaal. ‘n Jong, maar puik praktyk word te 
koop aangebied, teen £750. Maklike terme sal gereél word. 
Bruto-inkomste van afgelope jaar was £3,600. Distriksgeneesheers- 
aanstelling. Die praktyk is geleé in ’n baie vooruitstrewende area. 
Geen ander geneesheer. Moontlike koper kan dadelik ‘n plaas- 
vervanging doen, om die praktyk deur te kyk. 

(Pr-S155) Noord-Vrystaat. Helfte aandeel in vennootskap- 
praktyk word te koop aangebied. Hierdie tweemans-praktyk is 
ongeopponeerd. Die maandelikse bruto-inkomste is oor £600. 
Premie van £750, is betaalbaar as volg: £250 kontant en baians 
teen £25 per maand. 

(Pr-S130) Reef Hospital Town. A well-established practice with 
an appointment, is for sale at the low premium of £1,500. Easy 
terms arranged. Excellent scope for Afrikaans speaking doctor, 
interested in surgery. Also scope for a non-European branch. 


INTERNIS : VENNOOTSKAP 
(Pr-S159) ° n Gulde geleentheid vir ‘n Internis (nie geregistreerd) 
om ‘n vennootskap te bekom, in ‘n uitmuntende vennootskap- 


praktyk, in groot Transvaalse hospitaaldorp. Volle besonderhede 
op aanvraag. 


INSTRUMENTS FOR SALE 


Siemens Heliosphere X-ray, complete with screen. Price £300 
or nearest offer. 
Diathermy—Birtcher Challenger—good condition. Price £130 


or nearest offer. 
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Provincial Administration of the Cape 
of Good Hope 


HOSPITALS DEPARTMENT 
VACANCIES—MEDICAL STAFF 


Applications are invited from registered Medical Practitioners 
for appointment for a period of 1 year, subject to renewal thereafter, 
to the following posts on the staff of the Provincial Hospital, 
Port Elizabeth: 


Post Emoluments 


Medical Practitioner, Grade ‘B’ £720 x 40—960 p.a. 
Medical Practitioner, Grade *A’ (3 
posts) .. £500—600—660—720 
p.a. 

In addition to the rate of pay indicated, a variable cost of living 
allowance at rates prescribed from time to time by the Adminis- 
trator is payable (current rates: married men, £352 per annum; 
others £110 per annum). 


The privileges of free board, quarters and laundering are not 
attached to these posts. 


The conditions of service are prescribed by the Hospital Board 
Service Ordinance No. 19 of 1941 (Cape), as amended, and the 
regulations framed thereunder. 


The — in the incumbent of the post of Medical Practitioner, 
Grade B, will 


1. To act in os capacity of Senior Casualty and Surgical 
Officer. 


2. To supervise the work of interns. 
3. To undertake the care of sick nurses. 


4. To carry out such minor administrative duties as may be 
assigned to him by the Medical Superintendent. 


Incumbents of the posts of Medical Practitioner, Grade A, 
will be required to act primarily in one of the following capacities 
but will, in addition, be required to perform such duties as may be 
assigned to them by the Medical Superintendent: 


(a) Anaesthetist. 
(6) Obstetrician. 
(c) Orthopedist. 


Applications must be made on the prescribed form (Staff 23) 
which is obtainable from the Medical Superintendent of the Pro- 
vincial Hospital, Gipson Road, Port Elizabeth, to whom applica- 
tions must be addressed to reach his office not later than 30 Decem- 
ber, 1954. M129359 


CHAMBER OF MINES (SPRINGKELL) SANATORIUM 
MEDICAL OFFICER 


Applications are invited for the following post which will fall 
vacant in February, 1955. 


1. Junior Resident Medical Officer (Intern) at a salary of £26 
per month less £11 per month for board and quarters plus cost of 
living allowance of approximately £22 per month. 

OR 


2. Resident Medical Officer at a salary of £644 per annum less 
£144 per annum for board and quarters plus cost of living allowance 
of approximately £22 per month. 

Further information from: The Medical Superintendent, 
ary Sanatorium, P.O. North Rand, Transvaal. Telephones: 
45-22 


PRACTICE FOR SALE 


East Rand Hospital Town. Annual income £2,500. European 
and non-European surgeries in modern professional building, 
considerable scope for expansion if surgery undertaken. Premium 
£1,500. Teims if necessary. Write A.X.J., P.O. Box 643, Cape 
Town. 
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South African Railways and Harbours 
Sick Fund 


Applications are invited from registered medical practitioners for 
appointment to the following positions: 
1. Railway Medical Officer, Elsies River (to attend to non- 
Europeans only): Salary approximately £868 per annum. 
2. Railway Medical Officer, Greytown: Salary £248 per annum. 
3. Railway Medical Officer, Alberton: Salary £1,755 per 
annum. 
4. Railway Medical Officer, Breyten: Salary £887 per annum. 
5. Railway Medical Officer, Pietersburg ‘A’: Salary £990 per 
annum. 
6. Railway Medical Officer, Wolmer (Pretoria): Salary £1,044 
per annum. 
Full particulars of the appointments may be obtained from: 
1. District Secretary, Cape Western District Sick Fund Board, 
Room 718, Security Building, Exchange Place, Cape Town. 
2. District Secretary, Natal District Sick Fund Board, Belgrave 
Mansions, Smith Street, Durban. 
3. District Secretary, Western Transvaal District Sick Fund 
Soa Room 340, Third Floor, New Station Building, Johannes- 
urg. 
4, 5 and 6. District Secretary, Eastern Transvaal District Sick 
Fund Board, S.A.R. Offices, Scheiding Street, Pretoria. 
Closing date for applications: 15 January 1955. 
P. J. Klem 
Johannesburg General Secretary 
18 December 1954 


Provinsiale Administrasie van die Kaap 
die Goeie Hoop 


HOSPITAALDEPARTEMENT 
HOSPITAALRAADSDIENS: VAKATURE 


Aansoeke word ingewag van geregistreerde geneeshere vir aan- 
stelling tot die volgende vakante pos: 
Sluitings- 

Afdeling Pos Hospitaal Emolumente datum 
Professionele Geneesheer, Woodstock- £500—600— 31.12.54 
en Tegniese Graad A hospitaal, 660—720 p.j. 

(Ongevalle Woodstock 
Beampte) 

Aansoeke moet aan die Mediese Superintendent gerig word. 

Die diensvoorwaardes word voorgeskryf ingevolge die Ordonnan- 
sie op Hospitaalraadsdiens no. 19 van 1941, soos gewysig, en die 
regulasies wat daarkragtens opgestel is. 

Benewens die salarisskaal soos aangedui is ’n lewenskostetoelae 
betaalbaar aan voltydse beamptes en werknemers teen bedrae 
wat van tyd tot tyd deur die Administrateur vasgestel word. 

Die geslaagde kandidaat indien nie reeds in die Hospitaal- 
raadsdiens nie, moet bevredigende geboorte- en gesondheid- 
sertifikate indien. 

Aansoek moet gedoen word op die voorgeskrewe vorm (Staf 
23) wat verkrygbaar is by die Direkteur van Hospitaaldienste, 
Posbus 2060, Kaapstad, of by die Mediese Superintendent van 
enige provinsiale hospitaal of by die Sekretaris van enige Skoolraad 
in die Kaapprovinsie. 

Kandidate moet die vroegste datum meld waarop hulle diens 
kan aanvaar. 

M129346 


KING EDWARD VII HIGH SCHOOL JOHANNESBURG 
SCHOOL MEDICAL OFFICER 


Applications are invited from General Practitioners for the above 
post. Details of the conditions and duties of the appointment 
will be supplied, on request, by the Secretary, King Edward VII 
High School, St. Patrick’s Road, Houghton, Johannesburg. 

Applications will close on 7 January 1955 and should be forward- 
ed to the Secretary at the above address. 
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Provincial Administration of the Cape 
of Good Hope 


HOSPITALS DEPARTMENT 
HOSPITAL BOARD SERVICE : VACANCIES 
Applications are invited from registered Medical Practitioners for 
appointment to the following vacant posts: 
Closing 


Division Post Hospital Emoluments Date 
Professional Medical Livingstone £500—600— 6.1.55 
and Practitioner, Hospital, 660—720 
Technical Grade A Port p.a. 

Elizabeth 
Medical Victoria £500—600— —- 
Practitioner, Hospital, 660—720 
Grade A Lovedale p.a. 


Applications to be addressed to the Medical Superintendent of 
the Hospital concerned. 

The conditions of service are prescribed in terms of Hospital 
Board Service Ordinance No. 19 of 1941, as amended, and the 
regulations framed thereunder. 

In addition to the scale of salary indicated a cost of living 
allowance at rates prescribed from time to time by the Adminis- 
trator is payable to whole-time officials and employees. 

The successful candidates, if not already in the Hospital Board 
Service, will be required to submit satisfactory birth and health 
certificates. 

Applications must be made on the prescribed form (Staff 23) 
which is obtainable from the Director of Hospital Services, P.O. 
Box 2060, Cape Town. or from the Medical Superintendent of any 
Provincial Hospital or Secretary of any School Board in the 
Cape Province. 

Candidates must state the earliest date on which they can assume 
duty. 
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Provincial Administration of the Cape 
of Good Hope 


UNIVERSITY OF CAPE TOWN: JOINT MEDICAL STAFF 
FOR GROOTE SCHUUR AND OTHER TEACHING 
HOSPITALS 


VACANCY 
1. Applications are invited from registered Medical Practitioners 
(registered Specialists) for appointment to the following post: 


JOINT PATHOLOGICAL SERVICE 


Medical Practitioner, Grade F, Pathologist, with salary at the 
sate of £1,800 per annum (fixed). 

2. In addition to the salary indicated a cost of living allowance 
at rates prescribed from time to time by the Administrator is payable 
to whole-time officials and employees. 

3. The conditions of service are prescribed in terms of Hospital 
Board Service Ordinance No. 19 of 1941, as amended, and the 
regulations framed thereunder. 

4. The Joint Medical Staff is required to serve jointly the Pro- 
vincial Administration of the Cape of Good Hope and the Univer- 
sity of Cape Town. 

5. Candidates must have not less than three years’ experience 
after registration as a Specialist in the speciality in which the 
vacancy exists. 

6. Application must be made on the prescribed form, Staff 23, 
which is obtainable from the Director of Hospital Services, P.O. 
Box 2060, Cape Town, or from the Medical Superintendent of 
any Provincial Hospital. 

7. The completed application forms must be addressed to the 
Director of Hospital Services, P.O. Box 2060, Cape Town, and 
must reach him not later than 29 December 1954. 
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18 December 1954 


Western Province Blood Transfusion 


Service 


SOUTH AFRICA 
MEDICAL DIRECTOR (PATHOLOGIST) 


Applications are invited from Medical Practitioners (registered or 
registrable with the South African Medical and Dental Council) 
for the post of Medical Director to the Western Province Blood 
Transfusion Service at a salary of £2,500 per annum (inclusive). 

The duties attaching to the post will consist of the expansion 
of the existing Blood Transfusion Service and the establishment 
of the necessary Laboratory services. 

Applicants should have adequate experience in all branches of 
— Transfusion work with special reference to Laboratory 
work. 

The appointment will, in the first instance, be for a trial period 
of one year, with a definite contract of five years thereafter; the 
terms of the contract being subject to review after that period. 
The Medical Director will, however, be entitled to give six months 
notice of termination of contract at any time after completion of 
the first year of the contract period. 

Applications, together with full particulars, should be submitted 
to The Secretary, Western Province Blood Transfusion Service, 
tng = 3788, Cape Town, to reach him not later than 31 Decem- 

r 1954. 


Westelike 


Provinsie-Bloedoortappings- 


Diens 
SUID-AFRIKA 
GENEESHEER-DIREKTEUR (PATOLOOG) 


Aansoeke word ingewag van geneeshere (geregistreer of registreer- 
baar by die Suid-Afrikaanse Geneeskundige en Tandheelkundige 
Raad) om die betrekking van Geneesheer-Direkteur van die Weste- 
like Provinsie-bloedoortappingsdiens teen ‘n salaris van £2,500 
per jaar (inklusief). 

Die pligte aan die pos verbonde behels uitbreiding van die 
bestaande bloedoortappingsdiens en die oprigting van die nodige 
laboratoriumdienste. 

Applikante moet oor voldoende ondervinding van alle ver- 
takkinge van bloedoortappingswerk beskik veral met betrekking 
tot laboratoriumwerk. 

Die aanstelling sal in die eerste instansie vir ‘n proeftvdperk 
van een jaar wees, daarna onder ‘n vaste kontrak vir vyf jaar, 
na welke tydperk die terme van die kontrak hersien sal word. 
Die Geneeshnidneing teur sal egter geregtig wees om ter eniger 
tyd na verstryvnekvrki-na eerste jaar van die kontrak ses maande 
kennis van be® eDiggiadies die kontrak te gee. 

Aansoeke, vergesel van volle besonderhede, moet by die Sekre- 
taris, Westelike Provinsie-bloedoortappingsdiens, Posbus 3788, 
Kaapstad ingedien word en hom nie later as 31 Desember 1954 
bereik nie. 


FOR SALE 


Zeiss Microscope, movable satge with oil Emersion lens, extra eye 
pieces. Apply A.X.H., P.O. Box 643, Cape Town. 


NAPT COMMONWEALTH FELLOWSHIP 


A Fellowship of £350 is offered to medical graduates for study in 
tuberculosis in the United Kingdom during 1955. Full particulars 
can be obtained from THE NATIONAL ASSOCIATION FOR 
THE PREVENTION OF TUBERCULOSIS, Tavistock House 
North, Tavistock Square, London, W.C. |. Applications should 
be received not later than 31 March 1955. 


WANTED : SPECIALIST ANAETHETIST 


Wanted: Specialist Anaethetist to act as locum in large coasta 
town, period minimum six months commencing | March 1955 
Good prospects of permanency. Reply A.X.I., P.O. Box 643 
Cape Town. 


@ Printed by National Commercial Printers, Elsies River, and Published by the Proprietors, The Medical Association of South Africa, Medical House, 
35 Wale Street, Cape Town. 


P.O. Box 643. 


Telephone 2-6177. Telegrams: ‘Medical’. 
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Cortef* 


for inflammation, 


neomycin 


for infection: 


£ Neo-Cortef ointment (topical) 


Each gram contains: 


Hydrocortisone acetate .......... 5 mg. 
(0.59%) or 10 mg. (1%) or 25 mg. (2.5%) 
Neomycin sulfate ....... Og.” 
Methylparaben 0.2 mg. 
Butyl-p-hydroxybenzoate ....... 18mg. 


Supplied: 
5 Gm. and 20 Gm. tubes in plastic cases 


Neo-for tof ophthalmic ointment 


Each gram contains: 


Hydrocortisone acetate .. 15 mg. (1.5%) 
Neomycin sulfate ........cee0+ 5 mg. 


Supplied: 1 drachm applicator tubes 


De Neo-Cortef drops (eye and ear) 


Each cc. contains: 


Hydrocortisone acetate .. 15 mg. (1.5%) 
Neomycin sulfate ............. 5mg.** 


Supplied: 5 cc. dropper bottles 


#TRADEMARK 


*HEQUIVALENT TO 3.5 4G. NEOMYCIN BASE 


Upjohn Fine pharmaceuticals since 1886 


Tue Urjonn Company, Kalamazoo, Michigan, U.S.A. 


Exclusive Distributors: Westdene Products (Pty.) Ltd. 


22-24 Essanby House, 175 Jeppe Street, Johannesburg, P.O. Box 7710, Telephone 23-0314 


CAPE TOWN: 211 CTC Buildings, Corporation St., Phone 2-2276. PRETORIA: 222 Central House, Central Street, Phone 3-3487. 
DURBAN: 124/126 National Mutual Buildings, Corner Smith and Gordiner Streets, Phone 2-4975. 
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6314 8}x6} Penicillin 


RAN 


Penicilli 


B.P.D. (SOUTH AFRICA) 
(PTY) LTD. P.0. BOX 45 
JEPPESTOWN, TRANSVAAL 
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POTENCY 


In mega-units (m.u.) PACK 

Crystalline Penicillin Vials of 

( Ipenicillin, B.P.) o-2 m.u. 
Sodium Salt, sterile for injec- o-5 m.u. 
tion 1-O m.u. 


*Pro-Stabillin’ 


Procaine Penicillin G, B.P. for 
Aqueous Suspension 


Vial of 3 m.u. 


*Pro-Stabillin (Oily)’ 
Penicillin Oily 


* Bi-Stabillin’ 


For preparing Procaine Ben- 
zylpeniculin Injection, Fortified 


C line Procai 
Penicillin G, 0-3 m.u. 


with 
Crystalline Sodium 
Penicillin G, 0-1 m.u. 


Crystalline Procaine 
Penicillin G, 0-9 m.u. 
with 

Crystalline Sodium 
Penicillin G, 0-3 m.u. 


*Tabillin’ 


Penicillin Oral Tablets, B.P. 


In International ‘Units (LU) PACK 
Penicillin Lozenges, B.P.} 2.090 
Penicillin Ointment, B.P, 1.0001.U. pergramme} 28 G. tube 


Penicillin Eye Ointment, B.P 


2,000 I.U. per gramme 


25,000 I.U. per gramme 


Conspen 
PENICILLIN DUSTING POWDER, 


sterile, in a base of K.285 —a 
safe, sete substitute for 
2 


5,000 1.U. per gramme 


15 gramme 


Penicillin Solution Tablets 


15,000 I.U. per tablet 


Tube of 10 


bE 
0-3 mu. 10 ml. 
ee SD per ml, Rubber capped 
10 vials 
Box of 
: 
Each tablet is in- 
(Ten packs of 10 
= 4 G. tube with 
- 


